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This was the first research project to examine the established Borderline Personality 
Disorder (BPD) and Intimate Partner Violence (IPV) relationship comparing the DSM-5 
traditional categorical personality disorder (PD) model with the DSM-5 Alternative Model 
of Personality Disorder (AMPD). The AMPD is meant to address several limitations of the 
traditional PD system, and is consistent with how most PD experts considers PDs to be 
best conceptualised. The specific BPD-relevant AMPD personality traits that influence the 
BPD-IPV association were also examined, in addition to the associations between BPD 
symptomology, IPV intervention programme outcomes and recidivism. Study 1 used a 
sample of 250 community-dwelling men and women recruited through an established 
crowdsourcing platform, and Study 2 was based on archival data of 531 men who took part 
in a court-ordered IPV intervention programme. Across both studies, the results showed 
that both traditional and AMPD BPD operationalisations were approximately equally 
associated with IPV perpetration, although traditional BPD demonstrated some advantages 
in regards to psychological IPV. Study 1 indicated that the AMPD trait facets of hostility 
(negative affectivity), suspiciousness (negative affectivity), and risk-taking (disinhibition) 
were most strongly associated with IPV perpetration for the total sample, and additional 
negative affectivity trait facets were also associated with IPV for men only. Study 2 
findings showed that the AMPD disinhibition domain was most strongly associated with 
IPV perpetration, though negative affectivity conferred a meaningful association as well. 
Study 2 further indicated that IPV offenders with BPD symptomology were at increased 
risk of failing to complete IPV treatment, and to re-offend in a one year follow up period. 
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Elucidating the relationship between Borderline Personality Disorder and Intimate Partner 
Violence 
Borderline personality disorder (BPD) is a severe psychiatric illness and public health 
issue associated with high levels of functional impairment, suffering, self-harm, and suicide 
(American Psychiatric Association, 2013; Zanarini & Frankenburg, 1997; Zlotnick, Mattia, & 
Zimmerman, 1999). A central characteristic of BPD is interpersonal dysfunction. One form 
of interpersonal dysfunction prevalent among individuals with BPD is intimate partner 
violence perpetration (Armenti & Babcock, 2018; Goldenson, Geffner, Foster, & Clipson, 
2007; Gonzalez, Igoumenou, Kallis, & Coid, 2016; Hines, 2008; Mauricio & Lopez, 2009; 
Ross & Babcock, 2009; Stuart, Moore, Gordon, Ramsey, & Kahler, 2006). Intimate partner 
violence (IPV) is a well-recognized and preventable public health problem associated with 
death, injury, mental illness, chronic illness, poor sexual and reproductive health, as well as 
broader social and economic costs (Breiding, Black, & Ryan, 2008; Laing & Bobic, 2002). 
 The conceptualisation and measurement of BPD, and personality disorders (PDs) in 
general has received substantial attention. The traditional PD diagnostic system is a 
categorical diagnostic model comprised of ten theoretically distinct polythetic criterion sets. 
This model, however, is unsupported by research, and for this reason an alternative system 
for the diagnosis of PDs was proposed by the Personality and Personality Disorders 
workgroup prior to the publication of the DSM-5 (Skodol, 2012). The first aim of this 
research project is to examine the relation between BPD and IPV comparing both the 
traditional categorical model with the alternative PD model. This aim will bring IPV 
perpetration-BPD research into line with contemporary conceptualisations of BPD, and 
enable comparison between traditional and contemporary models. The second aim is to 
examine the effectiveness of IPV intervention programmes for IPV perpetrators with varying 
degrees of BPD symptomology. Despite the clear link between BPD and IPV it is not yet 




known how IPV perpetrators with BPD, or traits of BPD, fare within the current approach to 
IPV treatment, and whether they are more likely to re-offend compared to other IPV 
offenders.  
Borderline Personality Disorder  
Every person has a personality- a characteristic way of thinking, feeling, and behaving 
that is relatively stable across contexts. A personality disorder is a pervasive, inflexible, and 
enduring personality type that deviates significantly from what is expected by the individual’s 
culture, causes distress or difficulties in functioning, and begins in adolescence or early 
adulthood (American Psychological Association [APA], 2013). There are currently 10 types 
of personality disorders in the Fifth Edition of the Diagnostic and Statistical Manual of 
Mental Disorders (DSM-5), and BPD is the most researched of these (Gunderson, Herpertz, 
Skodol, Torgersen, & Zanarini, 2018).  
Psychoanalyst Adolf Stern first introduced the term ‘borderline’ in the 1930’s to 
describe a disorder that was considered to border neurosis and psychosis, the dominant 
diagnostic categories of the time (Hooley & St. Germain, 2013), and BPD entered the 
Diagnostic and Statistical Manual of Mental Disorders (third edition) in 1980 (American 
Psychological Association [APA], 1980). This section provides an overview of BPD. It 
describes the prevalence of the BPD, traditional BPD diagnostic criteria; the course, common 
comorbidities, and theories of BPD, as well as current understandings of BPD aetiology and 
risk factors. In line with the traditional BPD conceptualisation, most prior research has 
treated BPD as a unitary construct.  
Prevalence.  The estimated point prevalence of BPD in the general population is 1%-
2%, and lifetime prevalence is an estimated 5.9% (Grant et al., 2008; Lenzenweger, Lane, 
Loranger, & Kessler, 2007; Torgersen, Kringlen, & Cramer, 2001). BPD is prevalent in all 
treatment settings, with BPD patients making up an estimated 15%-20% of psychiatric 




inpatient samples, 10% of outpatient samples, and 10-15% of all emergency room visits 
(Chaput & Lebel, 2007; Tomko, Trull, Wood, & Sher, 2014; Zimmerman, Chelminski, & 
Young, 2008; Zimmerman, Rothschild, & Chelminski, 2005). There is no evidence of gender 
difference in BPD prevalence (Grant et al., 2008; Lenzenweger et al., 2007; Skodol & 
Bender, 2003; Tomko et al., 2014), however the DSM-5 states that 75% of those diagnosed 
with BPD are women, likely reflecting the greater tendency of women to seek treatment for 
mental health problems (APA, 2013; Oliver, Pearson, Coe, & Gunnell, 2005).  
Diagnosis.  According to the DSM-5, for a diagnosis of BPD the symptoms must 
begin in early adulthood, be present in a variety of contexts, and be indicated by at least five 
of the nine diagnostic criteria listed in Table 1 below (APA, 2013).   
 
Table 1.  
DSM-5 Diagnostic Criteria for Borderline Personality Disorder 
 
Diagnostic Criteria 
1. Frantic efforts to avoid real or imagined abandonment.  
2. A pattern of unstable and intense interpersonal relationships characterized by 
alternating between extremes of idealization and devaluation. 
3. Identity disturbance: markedly and persistently unstable self-image or sense of self. 
4. Impulsivity in at least two areas that are potentially self-damaging. 
5. Recurrent suicidal behaviour, gestures, or threats, or self-mutilating behaviour. 
6. Affective instability due to a marked reactivity of mood. 
7. Chronic feelings of emptiness. 
8. Inappropriate, intense anger or difficulty controlling anger. 
9. Transient, stress-related paranoid ideation or severe dissociative symptoms. 
Note. From American Psychiatric Association (2013), Diagnostic and statistical manual of 
mental disorders (5th ed.). Washington, DC.  
 




Individuals with BPD are often hypersensitive to imagined or real threats of rejection 
or separation (criterion one), and these can trigger profound negative changes in self-image, 
cognition, affect, and behaviour. Even short-term separation or unavoidable changes in plans 
(e.g. cancelled appointments) can spark frantic and extreme efforts to avoid perceived 
abandonment (APA, 2013). Examples of such efforts include physically clinging to a person, 
sending an excessive number of instant messages, making repeated phone calls, threats, self-
harm and suicidal acts (Gunderson, Herpertz, Skodol, Torgersen, & Zanarini, 2018; Lieb, 
Zanarini, Schmahl, Linehan, & Bohus, 2004). 
 Interpersonal dysfunction is central to BPD, and individuals with BPD often see other 
people as either idealized (good), or devalued (bad). Opinions of others are often intense but 
unstable; who is good/bad can shift suddenly and dramatically depending on immediate 
circumstances as well as minor triggers (Clarkin, Lenzenweger, Yeomans, Levy, & Kernberg, 
2007). As a result individuals with BPD can lack stability and security, as well as the 
flexibility required to deal with the complexity of interpersonal interactions. This can lead to 
a pattern of unstable and intense interpersonal relationships (criterion two), marked by 
frequent conflict, repeated break-ups, dependency/co-dependency, and highly emotional or 
unpredictable responses (Lieb, Zanarini, et al., 2004).  
Criterion 3, identity disturbance, is defined in the DSM-5 as a markedly and 
persistently unstable self-image or sense of self (APA, 2013). Wilkinson-Ryan and Westen 
(2000) examined the extent to which identity disturbance is a single construct, as well as how 
well it distinguishes patients with BPD. These authors identified four identity disturbance 
factors: role absorption (over-identification with groups or roles), painful incoherence (a 
subjective sense of lack of coherence), inconsistency (an objective incoherence in thought, 
feeling, and behaviour), and lack of commitment (for example to jobs, goals or values), and 




found that all four factors, though painful incoherence in particular, distinguished patients 
with BPD.  
Impulsivity is a trait that further characterizes the BPD sufferer (criterion 4) (APA, 
2013). This is not simply carefree spontaneity, rather it is impulsive behaviour that is 
potentially self-damaging. Verbal outbursts, alcohol or drug abuse, reckless spending, 
reckless driving, eating binges, gambling and risky sexual behaviour are some of the frequent 
impulsive behaviours of BPD patients (APA, 2013; Hooley & St. Germain, 2013), and tend 
to occur when the individual is in a distressed emotional state (Gunderson, Herpertz, et al., 
2018; Hooley & St. Germain, 2013).  
Recurrent suicidal behaviour, gestures, threats, and self-mutilating behaviours are 
considered a hallmark of BPD (criterion 5), and BPD is the only psychological disorder that 
has recurrent suicidal behaviour as a primary diagnostic criterion (Gunderson, Herpertz, et 
al., 2018). Around 10% of adult with BPD die by suicide (more than 50 times the rate 
of suicide in the general population) and as many as 60–75% make at least one serious 
suicide attempt (Black, Blum, Pfohl, & Hale, 2004; Oldham, 2006). Self-mutilation involves 
the direct and deliberate destruction or alteration of one’s body without conscious suicidal 
intent, and is estimated to occur in 50-80% of BPD cases.  
Marked affective instability is another prominent BPD symptom (criterion 6), and is 
characterized by frequent and extreme changes in emotion, high affect intensity, rapid 
emotion rise times, slow rates of return to emotional baseline, and disproportionate reactivity 
to environmental (particularly interpersonal) stresses (Koenigsberg, 2010; Trull et al., 2008). 
The quality of affectivity is primarily dysphoric, with patients experiencing and expressing 
intense guilt, despair, anxiety, hostility, anger, panic and fear (APA, 2013). Anger in 
particular is an important emotional component of BPD, and BPD sufferers are prone to 
inappropriate or intense anger, as well as difficulty controlling this anger (criterion 8). Anger 




is expressed through verbal outbursts, physical violence, extreme sarcasm or persistent 
bitterness, and is often triggered by feelings of neglect, rejection or abandonment (APA, 
2013).  
 Chronic feelings of emptiness constitute criterion 7 of the DSM-5 BPD diagnostic 
criteria, and are present in approximately 71– 73% of BPD patients as compared to 26–34% 
of psychiatric patients without BPD (Grilo et al., 2001). BPD sufferers have described this 
state as “hollowness”, “a true emptiness, a void where my heart is”, “constant despair”, “heart 
aches”, and “like I’m missing lots of things that other people have” (Elsner, Broadbear, & 
Rao, 2018). Chronic emptiness in BPD patients is closely related to feelings of hopelessness, 
loneliness, and isolation, and chronic emptiness is a robust predictor of depression in BPD 
patients (Klonsky, 2008). 
Finally, cognitive disturbances are a significant BPD symptom, with transient, stress-
related paranoid ideation or severe dissociative symptoms (criterion 9) prevalent in BPD 
sufferers (Zanarini, Gunderson, & Frankenburg, 1990).  Paranoid ideation in BPD is brief 
(less than 2 days), and, compared to schizophrenia and other psychotic disorders tends to 
have some basis in reality (Fertuck & Stanley, 2006). As an example of this symptom, during 
a period of severe emotional distress a BPD sufferer may become paranoid and suspicious 
that someone close to them is going to harm them, and refuse to consider any alternative 
explanations for the person’s behaviour (Fertuck & Stanley, 2006). Paranoid ideation in BPD 
patients tends to dissipate as emotional stress subsides (Fertuck & Stanley, 2006). 
Disassociation occurs in 75-80% of BPD patients (Cavicchioli, Fossati, & Maffei, 2017; Dell, 
Links, Thabane, & Fougere, 2009; Jaeger et al., 2017; Kundakci et al., 2003), and is defined 
by the DSM-5 as “a disruption of and/or discontinuity in the normal integration of 
consciousness, memory, identity, emotion, perception, body representation, motor control, 
and behaviour” (APA, 2013, p. 291).  Dissociative states in BPD patients are frequently 




linked to stress driven changes in self-image, and tend to last for minutes or hours (Dell & 
Korzekwa, 2017).   
The course of BPD.  Symptoms of BPD usually emerge in adolescence, and BPD can 
be accurately identified at this life stage (Chang, Sharp, & Ha, 2011; Paris, 2008; Zanarini et 
al., 2011).The symptomatic prognosis of BPD is more positive than previously recognised 
(Gunderson, Herpertz, et al., 2018), with two large prospective longitudinal studies showing 
high rates of BPD symptom remission (Gunderson, Zanarini, et al., 2011; Zanarini, 
Frankenburg, Reich, & Fitzmaurice, 2012). In the McClean Study of Adult Development 
99% of BPD patients had remission of at least two years over the 16 year follow up period, 
and 78% had remission for at least 8 years (Zanarini et al., 2012). Around 85% of BPD 
patients in the Collaborative Longitudinal Personality Disorders Study had remission for at 
least a year (Gunderson, Stout, et al., 2011). The McClean Study of Adult Development 
revealed younger age, absence of childhood sexual abuse, absence of an anxious cluster 
personality disorder, no family history of substance use disorder, good vocational record, low 
neuroticism, and high agreeableness to be predictors of earlier time to remission (Zanarini, 
Frankenburg, Hennen, Reich, & Silk, 2006). Rates of remission have also been found to vary 
for different BPD symptoms. Self-harm, suicidal behaviours, and some interpersonal features 
resolve the fastest, while abandonment concerns and affective features tend to endure longer 
(Zanarini et al., 2007).  
 Individuals living with BPD experience severe functional impairment that can impact 
negatively upon education, employment, marital status, parenting and social relations 
(Cramer, Torgersen, & Kringlen, 2006; Grant et al., 2008; Skodol et al., 2002). 
Improvements in functioning are slower and less significant than symptomatic recovery. 
Zanarini, Frankenburg, Reich, and Fitzmaurice (2010) showed that while 93% of the BPD 
patients they studied attained symptomatic remission lasting two years, and 86% attained a 




sustained symptomatic remission that lasted four years, only 50% achieved a recovery when 
good social and vocational functioning (defined as having at least one emotionally sustaining 
relationship with a close friend or life partner/spouse, and being able to work or go to school 
consistently, competently, and on a full-time basis) was taken into account along with at least 
two years of symptomatic remittance.  
Comorbidity.  The term “comorbid” refers to two separate diseases or conditions that 
occur in the same individual at the same time (Valderas, Starfield, Sibbald, Salisbury, & 
Roland, 2009). BPD is highly comorbid with (i.e. co-occurs with) a number of other 
psychiatric disorders, unsurprising given that the DSM-5 BPD criteria includes distorted 
mood states, substance abuse, disordered eating behaviours, and psychotic experiences (Grant 
et al., 2008; Lenzenweger et al., 2007). BPD is most commonly associated with mood, 
anxiety, and substance use disorders, with respective lifetime prevalence rates of 50.9%, 
59.6% and 50.7% among BPD patients (Grant et al., 2008). Post-traumatic stress disorder 
(PTSD) also frequently co-occurs with BPD, with lifetime prevalence of 39.2% among BPD 
patients (Grant et al., 2008). Studies have also found that BPD is significantly comorbid with 
antisocial, dependent, histrionic and avoidant personality disorders (Becker, Grilo, Edell, & 
McGlashan, 2000; Grilo, Sanislow, & McGlashan, 2002; McGlashan et al., 2000; Pfohl, 
Coryell, Zimmerman, & Stangl, 1986; Zanarini et al., 1998), with one study indicating that 
approximately 73.9% of individuals who meet criteria for DSM-5 BPD also meet criteria for 
at least one other PD (Grant et al., 2008). Gender differences in BPD comorbidity rates are 
similar to those of the general population, with PTSD, mood and anxiety disorders being 
more commonly comorbid with BPD in women, and substance use disorder, antisocial 
personality disorder (ASPD) showing greater BPD comorbidity in men (Grant et al., 2008).  
BPD is also associated with a range of non-psychiatric health conditions. After controlling for 
sociodemographic variables and commonly occurring mental disorders, the presence 




of BPD was significantly associated with hypertension, hepatic disease, cardiovascular 
disease, gastrointestinal disease, arthritis and venereal disease in a nationally representative 
US sample (El-Gabalawy, Katz, & Sareen, 2010). Further, recent research suggests that 
patients with BPD are at an increased risk of premature death by causes other than suicide. 
For a period of 24 years Temes, Frankenburg, Fitzmaurice, and Zanarini (2019) followed 300 
patients with BPD and 72 comparison patients who had other personality disorders. 
Participants were recruited during an inpatient hospital admission, and were evaluated every 
other year. Over the 24 year follow-up period 14% of BPD patients died by causes other than 
suicide, compared to only 5.5% of comparison participants. Cardiovascular disease was the 
most common cause of non-suicidal death for BPD patients, followed by substance-related 
complications and accidents. 
Theories of BPD.  Clinically BPD is highly heterogeneous in terms of the range of 
cognitive, emotional and behavioural symptoms expressed. As none of the nine BPD 
symptoms are actually required for a diagnosis of BPD, there are 256 ways these symptoms 
can be combined to produce the same diagnostic outcome. This heterogeneity has impelled 
debate about what constitutes the core of BPD psychopathology.   
Psychoanalyst Otto Kernberg conceptualised BPD as a manifestation of borderline 
personality organisation, a broad psychoanalytic concept that he himself developed 
(Kernberg, 1967). Kernberg believed that an excessively aggressive temperament (genetically 
inherited or due to childhood experience) was most fundamental to BPD, and sufferers were 
thought to alternate between inappropriate expressions of aggression, projections of 
aggression onto others, and inward direction of aggression towards the self (Kernberg, 1967).  
Conflicted and excessive aggression was considered to explain BPD symptoms such as 
disturbed sense of self and impulsive and self-damaging behaviours (Gunderson, Fruzzetti, 
Unruh, & Choi-Kain, 2018). Kernberg’s theory dominated understanding of BPD until the 




1980’s when psychiatry began to shift away from psychoanalysis towards biological 
approaches (Wallace & Gach, 2008).  
One of the most influential theories of BPD was delineated by Marsha Linehan in her 
biosocial theory of BPD (1993a). Linehan contended that BPD is primarily a disorder of 
emotional dysregulation and develops when genetically predisposed emotional regulation 
deficiencies combine with certain dysfunctional environments (primarily an invalidating 
family environment). If a child biologically pre-disposed to high emotional reactivity does 
not receive consistent emotional validation from the family environment, and does not learn 
to manage their emotions, severe emotional dysregulation may develop and trigger the 
behavioural and interpersonal difficulties of BPD (Linehan, 1993a). Linehan’s model has 
received empirical support. Sturrock and Mellor (2014) found evidence of a link between 
perceptions of emotional invalidation and BPD features in community sample of 186 
participants, and  in a prospective 5-year longitudinal study Arens, Grabe, Spitzer, and 
Barnow (2011) showed that the interaction of the temperamental trait of harm avoidance (e.g. 
fearful, shy) and an invalidating caregiving environment could predict BPD diagnosis in 
young adulthood. Linehan developed dialectical behaviour therapy (DBT) on the basis of her 
biosocial theory, a modified cognitive-behavioural psychotherapy for the treatment of BPD 
patients that focuses on learning and practising behavioural skills in mindfulness, emotion 
regulation, distress tolerance and interpersonal effectiveness (Linehan, 1993b). DBT includes 
individual and group therapy components, and is normally delivered in outpatient settings 
over 12 months with highly trained and skilled therapists (Linehan, 1993b). 
In contrast to Linehan, Gunderson and Lyons-Ruth (2008) have argued that 
interpersonal hypersensitivity is the core feature of BPD. According to this theory, BPD 
develops when an individual’s genetic disposition for interpersonal hypersensitivity interacts 
with inadequate infant attachment experiences and later life stressors. Intense feelings of 




loneliness, and perceptions and fears of rejection are thought to trigger other BPD symptoms, 
such as impulsive and self-damaging behaviour (Gunderson, Fruzzetti, et al., 2018). 
Providing some support for this theory, studies have demonstrated that BPD patients are 
hypersensitive to emotional states perceived in others’ faces (Donegan et al., 2003; Lazarus, 
Cheavens, Festa, & Zachary, 2014), evaluate others as more negative and aggressive as 
compared to healthy controls (Barnow et al., 2009), and tend to experience symptom 
improvement in response to positive interpersonal events (Links & Heslegrave, 2000).  
A further theory of BPD is that of ‘failed mentalisation’ (Fonagy, 1989; Fonagy & 
Luyten, 2009; Fonagy, Target, Gergely, Allen, & Bateman, 2003). According to this 
perspective, the ability to understand the behaviours of oneself and others in terms of likely 
mental states is an important developmental achievement. Genetic vulnerabilities and poor 
quality early-caregiver attachment experiences are thought to disrupt the development of 
mentalisation and cause unstable, unrealistic, or extreme perceptions of self or others (Fonagy 
& Luyten, 2009). These perceptions are thought to underlie the emotional and behavioural 
problems of BPD. A few empirical studies have investigated whether mentalisation deficits 
differentiate the BPD population from healthy controls, and offer some initial support fort 
this theory. In a sample of 129 patients with personality disorder and 281 normal controls, 
Fonagy et al. (2016) revealed a substantial relationship between BPD features and 
mentalisation impairment as measured by the Reflective Functioning Questionnaire (RFQ; 
Fonagy et al., 2016), a self-report measure of mentalisation. Petersen, Brakoulias, and 
Langdon (2016) however questioned the validity, test re-test reliability, and usefulness of the 
RPQ for assessing mentalisation outside an attachment context, and instead used pre-existing 
Theory of Mind (ToM) tasks to test simple and complex mentalisation capabilities in a 
sample of 19 BPD participants and 20 matched controls. While the BPD group was equally as 
capable as the controls at simple mentalisation tasks, deficits were evident when 




mentalisation tasks became more complex and required the integration of multiple 
perspectives (Petersen et al., 2016). Mentalisation-based treatment (MBT) is a 
psychoanalytically-based therapy that aims to improve the mentalising capacity of individuals 
with BPD by helping them to understand and recognise the feelings they experience 
themselves and that they evoke in others (Bateman & Fonagy, 2004). 
Treatment.  The treatment guidelines of the APA state that psychotherapy is the first-
line of treatment for individuals with BPD (APA, 2006). Working with BPD clients is 
challenging, and requires skilled therapists that are able to establish and maintain therapeutic 
alliance and deal with provocative negative behaviours (Cleary, Siegfried, & Walter, 2002). 
BPD is associated with high treatment drop-out, and aspects of BPD such as maladaptive 
interpersonal functioning and fear of abandonment making it difficult for patients to engage 
in, and stick with treatment (Tull & Gratz, 2012). Further, individuals with BPD can also be 
subject to negative attitudes and stigma from health professions, who often perceive them as 
attention-seeking, manipulative, annoying, and not truly unwell (Brooke & Horn, 2010). A 
survey of 706 mental health clinicians by Black et al. (2011) showed that nearly half of 
clinicians preferred to avoid BPD patients, and other studies have found that psychiatric 
nurses respond to BPD patients in a less empathic manner than those with other diagnoses 
(Fraser & Gallop, 1993), are more socially rejecting of BPD patients, and have less optimism 
about their prognosis compared to those with a diagnosis of depression or schizophrenia 
(Markham, 2003). 
A range of psychotherapies are used for the treatment of BPD, including dialectic‐
behavioural therapy (DBT), mentalisation‐based treatment (MBT), cognitive behavioural 
therapy (CBT), transference‐focused therapy (TFP), schema‐focused therapy, dynamic 
deconstructive psychotherapy (DDP) and interpersonal psychotherapy (IPT) (Stoffers‐
Winterling et al., 2012). DBT is the most studied of these approaches and results indicate that 




it is an effective treatment with effects of reduced self-harm, decreases in inappropriate anger 
and improvements in general functioning (Stoffers‐Winterling et al., 2012). Single 
randomized control trials have provided encouraging results for all other treatment 
modalities, however further research is needed to conclusively determine their efficacies 
(Cristea et al., 2017; Stoffers‐Winterling et al., 2012).   
Aetiology and risk factors.  It is broadly considered that an interplay of psychosocial 
environmental factors and inherited biological sensitivities are implicated in the development 
of BPD (Hooley & St. Germain, 2013). Of course the inextricability of biological and 
environmental factors is becoming increasingly apparent, with research showing that genes 
are associated with different sensitivities to environmental factors, and that psychosocial 
experiences can cause permanent changes in the brain (Gabbard, 2005).  
Genetics.  Evidence from twin studies indicates that BPD and BPD-related traits are 
heritable. Twin studies have consistently estimated BPD heritability to be approximately 
40%, with two studies suggesting heritability above 60% (Bornovalova, Hicks, Iacono, & 
McGue, 2009; Distel et al., 2008; Kendler et al., 2008; Torgersen et al., 2000; Torgersen et 
al., 2012). The effect of common environmental factors on the familial transmission of BPD 
have so far found to be negligible, suggesting that genetic factors are involved in the 
development of BPD, consistent with most other psychiatric disorders (Bornovalova et al., 
2009; Gunderson, Zanarini, et al., 2011). Genes involved in serotonin dysfunction, dopamine 
dysfunction, the production of monoamine oxidase A (MAOA) and catechol-O-
methyltransferase (COMT) have been investigated for association with BPD, but isolated 
positive results have so far failed to replicate (Amad, Ramoz, Thomas, Jardri, & Gorwood, 
2014; Joyce et al., 2006; Liu et al., 2017; Ni et al., 2007; Ni et al., 2006). In a review of the 
genetics of BPD Amad et al. (2014) called for future research to include larger sample sizes, 




to explore dimensions and refined phenotypes in BPD, and increase focus on gene-
environment correlation and interaction (including epigenetics).  
Neurobiology.  Genes are closely intertwined with neurobiological aspects of BPD,  
and brain imaging advances in the last 20 years has intensified focus on the neurobiology of 
BPD (Ruocco & Carcone, 2016). Researchers have identified abnormalities consistently 
associated with BPD in prefrontal and limbic brain regions (areas thought to be centrally 
involved in emotionality and emotion regulation), and these may provide a basis for more 
specific understanding of the disorder (LeDoux, 1998; New, Perez-Rodriguez, & Ripoll, 
2012). A meta-analysis of 11 studies including 205 BPD patients by Ruocco, 
Amirthavasagam, and Zakzanis (2012) found that on average BPD patients had 13% smaller 
volume of the amygdala and 11% smaller volume of the hippocampus compared to non-
psychiatric controls, and this variation could not be explained by comorbid mental disorders 
or psychotropic medication. Given that the hippocampus and amygdala are thought to play a 
role in the processing of emotion as well as emotion and behaviour regulation (Derryberry & 
Tucker, 1992), these findings raise the possibility that reduced volumes in these regions are 
biological substrates of symptoms of affect instability, impulsive behaviour and 
anger/aggressive outbursts in BPD (Nunes et al., 2009). There is also evidence for an 
association between stress reactivity in BPD and abnormalities in the HPA axis- a 
major neuroendocrine system involved in stress regulation (Lieb, Rexhausen, et al., 2004), 
and the oxytocin and opioid neuropeptides are attracting interest for their potential roles in 
interpersonal and self-harm aspects of BPD respectively (Bartz et al., 2011; Stanley et al., 
2010). 
Environmental factors.  Adverse childhood experiences.  Patients with BPD report 
many adverse events during childhood. This includes neglect (92%), sexual abuse (40–70%), 
physical abuse (25–73%) (Zanarini et al., 2002; Zanarini, Williams, & Lewis, 1997), 




witnessing violence (Weaver & Clum, 1993), parental divorce or physical illness (Paris, 
Zweig-Frank, & Guzder, 1994), parental absence and being raised by another relative or 
foster parents (Bandelow et al., 2005) and parental mental illness (Trull, 2001). In general 
BPD patients report more negative childhood experiences than patients with other personality 
disorders or healthy controls (Bandelow et al., 2005; Yen et al., 2002).  
Attachment.  It has been suggested that insecure attachment styles are implicated in 
the development of BPD (Levy, 2005). According to attachment theory, infants develop 
‘internal working models’ of interpersonal relationships based on their primary caregiver 
relationship (Bowlby, 1973). This model is thought to heavily influence the development of 
personality, as well as ongoing interpersonal functioning. A prospective community study 
found that disorganised attachment between mothers and their children predicted BP 
symptoms in young adults (Stepp & Lazarus, 2017), and another study assessed the majority 
(92%-96%) of BPD patients as insecurely attached (Levy, 2005). It is thought that problems 
with attachment could underlie key features of BPD such as emotional dysregulation and 
interpersonal difficulties (Fonagy & Bateman, 2008; Hooley & St. Germain, 2013). 
DSM-5 Alternative Model for Personality Disorders  
BPD has also been conceptualised from the perspective of an Alternative DSM-5 
Model for Personality Disorders (AMPD), which is meant to address several challenges with 
the traditional personality disorder diagnostic system. While the formal DSM-5 personality 
disorder model considers traditional categorical diagnoses (one either has the disorder or 
does not), a general consensus has emerged among most personality disorder (PD) 
researchers that PDs are best conceptualized using dimensional personality traits (Hopwood 
et al., 2018). The limitations of categorical PD models are well recognized, and include high 
co-morbidity (with the majority of patients who are diagnosed with a PD meeting criteria for 
more than one) (Livesley, 2003; Zimmerman et al., 2005), extreme heterogeneity among 




individuals with the same PD diagnosis, lack of empirical evidence for PD categories (Eaton, 
Krueger, South, Simms, & Clark, 2011), temporal instability of diagnoses (M. T. Shea et al., 
2002), and arbitrary distinctions between normal personality, abnormal traits, and clear 
disorders (Widiger & Trull, 2007). It has also been argued that the 10 PD categories do not 
fully encompass existing variance in personality pathology, with meta-analysis revealing that 
personality disorder not otherwise specified (PDNOS), a residual PD category for patients not 
meeting the criteria for any specific DSM PD was one of the most frequently used clinical PD 
diagnoses of the revised fourth edition of the DSM (APA, 2000; Verheul & Widiger, 2004).  
The AMPD and other dimensional PD models represent a fundamental shift in how 
PD’s are conceptualised and diagnosed. Rather than conceptualizing PD’s as discrete 
conditions, each of which has its own fundamental nature, dimensional models consider PDs 
(including BPD) to be patterns of extreme versions of personality traits that exist on a 
continuum with normal personality functioning (Widiger & Trull, 2007). PDs are thought to 
differ from what is considered normal by degree rather than type, and include multiple 
dimensions that aim to describe the full range of personality traits. As such, an individual 
diagnosed with BPD is considered to exhibit more extreme forms of certain dimensional 
personality traits as compared with an individual without BPD. The dimensional approach 
accounts for limitations of categorical PD diagnoses, including the heterogeneity and co-
morbidity of PDs. By including multiple trait dimensions on which people can vary, 
dimensional PD models allow individuals to be described by their particular pattern of 
personality symptoms and traits rather than a type that fails to capture their unique 
psychopathology. Such models are also more consistent with research evidence on the way 
personality disorders are organised (Livesley, Schroeder, Jackson, & Jang, 1994; Markon, 
Krueger, & Watson, 2005; Widiger, 1993), and have the scientific advantage of being 
grounded in the empirical study of general personality structure rather than clinician 




experience and psychiatric population studies (Millon, 1996). Empirical evidence suggests 
that BPD is best conceptualized as a dimensional construct. Rothschild et al. (2003) used 
taxometric procedures to determine whether BPD falls on a dimensional continuum with 
normality or represents a categorically distinct taxon. The authors sampled 1,389 psychiatric 
outpatients assessed for BPD symptoms by semi-structured interview. Results failed to show 
that BPD represents a latent category, with the data better supporting BPD as an extreme 
variant of normal personality. 
The AMPD was established in light of the described shortcomings of traditional 
categorical PD models, and formed the official proposal of the APAs DSM-5 Personality and 
Personality Disorders Work Group to replace to the DSM-IV categorical model in the DSM-5 
manual (Skodol, 2012). Ultimately the APA Board of Trustees decided to retain the 
categorical PD model of the DSM-IV-TR (APA, 2000) without any significant alterations, 
and the new model was instead placed in Section III of the DSM-5 as an alternative model 
requiring further research before being ready for clinical application (Zachar, Krueger, & 
Kendler, 2016). The AMPD is a system that diagnoses PDs based on impairment in 
personality functioning (self/interpersonal) (Criterion A) and pathological personality traits 
(Criterion B), and in this system, BPD represents a particular personality trait and impairment 
constellation (Skodol, 2012).  
The AMPD’s Criterion A defines the presence and overall severity of a PD by the 
level of impairment in self and interpersonal functioning (APA, 2013). Self-functioning is 
further divided into the elements of identity and self-direction, whereas interpersonal 
functioning further divides into empathy and intimacy. Identity refers to the experience of the 
self as unique, the experience and regulation of a range of emotions, stability of self-esteem, 
and the ability to accurately self-appraise, whereas self-direction involves the pursuit of 
meaningful life goals, the application of prosocial internal standards of behaviour and the 




ability to productively self-reflect (APA, 2013). Empathy encompasses the ability to 
understand and appreciate the mental experiences of others, tolerate different perspectives, 
and understand the effect of one’s own behaviour on others, whereas intimacy involves desire 
and capacity for closeness, being able to establish and maintain meaningful relationships with 
others, as well  as cooperation on the basis of mutual regard (APA, 2013). The Level of 
Personality Functioning Scale (LPFS) was developed to operationalises this Criterion of the 
AMPD, and assesses the described aspects of identity, self-direction, empathy and intimacy 
on a continuum ranging from healthy functioning (level = 0) to extreme impairment (level = 
4). Clinicians are also required to rate a patient’s overall level of functional impairment, and 
at least a moderate overall level of impairment (level 2) is required for a PD diagnosis. 
A hierarchical dimensional personality trait model is the other major component of 
the AMPD (Criterion B), and was developed to encompass the full range of maladaptive 
personality traits associated with PDs (Krueger, Derringer, Markon, Watson, & Skodol, 
2012b). The DSM-5 Personality and Personality Disorders Workgroup (and advisors) 
reviewed and synthesized existing models and measures of personality traits to create an 
initial personality trait model, which was then further developed and refined on the basis of 
data collected from community samples of participants seeking mental health treatment 
(Krueger et al., 2012b). The personality trait model that emerged from this process is made 
up of five broad higher order domains: negative affectivity, detachment, antagonism, 
disinhibition versus compulsivity and psychoticism, with 25 more specific trait facets nested 
within these domains (APA, 2013). To operationalize this model the DSM-5 workgroup also 
developed a corresponding 220-item self-report instrument, the Personality Inventory for 
DSM-5 (PID-5; Kruger, Derringer, Markon, Watson, & Skodal, 2012a)  . Empirical studies 
have demonstrated that the PID-5 has adequate psychometric properties (Al-Dajani, Gralnick, 
& Bagby, 2016; Krueger & Markon, 2014), with support provided for its hierarchical 




structure (Wright et al., 2012) and construct validity (Krueger & Markon, 2014). Numerous 
studies have demonstrated consistent conceptual convergence between the PID-5 and well 
established and validated measures of personality such as the Five-Factor Model (De Fruyt et 
al., 2013; Gore & Widiger, 2013; Griffin & Samuel, 2014), the Personality Psychopathology 
Five (PSY-5; Anderson et al., 2013; Sellbom, Smid, de Saeger, Smit, & Kamphuis, 2014), 
the HEXACO model (Ashton, Lee, de Vries, Hendrickse, & Born, 2012), the Dimensional 
Assessment of Personality Pathology (Van Den Broeck et al., 2014) and the Computerized 
Adaptive Test of Personality Disorder (Wright & Simms, 2014).  
In addition to Criteria A and B, a PD diagnosis in the AMPD system requires that 
personality pathology must be relatively pervasive and stable across a variety of social 
situations (Criteria C and D), and that symptoms cannot be better explained by another 
medical or mental condition or by normative developmental or sociocultural contexts 
(Criteria E,F and G, respectively) (APA, 2013). Six PD diagnoses can be derived from the 
DSM-5 AMPD model: antisocial, avoidant, borderline, narcissistic, obsessive-compulsive, 
and schizotypal personality disorders, based on varying constellations of elevated personality 
traits and impairment profiles (APA, 2013). In the AMPD, a diagnosis of BPD requires 
impairment in personality functioning in at least two of the following areas: identity (i.e. 
markedly impoverished or unstable self-image), self- direction (i.e. instability in goals, 
values), empathy (i.e. compromised ability to recognise the feelings and needs of others) and 
intimacy (i.e. conflicted close relationships) (Criterion A), and the presence of four or more 
of the following seven pathological personality traits: emotional lability, anxiousness, 
separation Insecurity, depressivity (aspects of negative affectivity domain) hostility (an 
aspect of antagonism domain), impulsivity, and risk taking (aspects of disinhibition domain), 
with at least one of the four traits in the disinhibition or antagonism domain (Criterion B) 
(APA, 2013). 




To encourage the transition to a dimensional model and minimize the disruption to 
clinicians, an important aim of the DSM-5 workgroup was to maintain continuity between the 
traditional and alternative models of PD diagnosis. Numerous studies have empirically 
examined the degree to which the proposed AMPD trait facets align with their DSM-5 
Section II counterpart, and meta-analysis of this data was recently conducted (Watters, 
Bagby, & Sellbom, 2019) .Watters et al. (2019) included studies that reported correlations 
between at least one Section II PD and the traits specified for its AMPD diagnosis, and 
overall analysed 25 independent samples and 37 correlation matrices. In general, findings 
showed that the AMPD traits selected to characterise each traditional PD were substantially 
correlated with the PDs they are intended to capture. For the AMPD BPD trait profile 
specifically, six of the seven proposed traits demonstrated a meaningful level of association 
with Section II BPD. Risk Taking was not associated with Section II BPD, and the authors 
suggested that this trait is excluded from the AMPD BPD trait profile. Section II BPD also 
showed meaningful levels of association with 11 AMPD trait facets outside of the Borderline 
PD conceptualisation, and of these Perceptual Dysregulation had the strongest correlation. 
Watters et al. (2019) considered these findings to reflect the high co-morbidity of Borderline 
PD with other PDs, and that the current AMPD BPD trait profile does not include traits that 
capture BPD symptoms of disturbed cognition (transient, stress-related paranoid ideation or 
severe dissociative symptoms) which are an important component of the disorder (Zanarini, 
Frankenburg, Wedig, & Fitzmaurice, 2013). Previous studies examining the AMPD BPD trait 
profile have also showed that perceptual dysregulation, as well as suspiciousness, uniquely 
predict DSM-5 Section II BPD, and these are argued for inclusion in the AMPD BPD trait 
profile (Bach & Sellbom, 2016; Sellbom, Sansone, Songer, & Anderson, 2014). Finally, there 
is evidence that the AMPD BPD trait profile accounts for some of the same external 
correlates (i.e. non-PD symptoms, behaviours, and life history variables) as traditional 




Section II BPD (Anderson, Sellbom, Sansone, & Songer, 2016; Miller, Few, Lynam, & 
Mackillop, 2015). No study, however, has examined the relation between the AMPD BPD 
trait profile and IPV perpetration, and this is the first main aim of the current study.  
Intimate Partner Violence 
Interpersonal relations, particularly intimate relationships, can be considered the 
central context in which personality expresses itself in our daily lives (Robins, Caspi and 
Moffitt, 2002). Given that abandonment fears, unstable and intense interpersonal 
relationships, difficulty controlling anger and impulsivity are characteristic features of 
borderline personality, it is not surprising a number of studies have established a link between 
BPD and the use of violence against an intimate partner (Goldenson et al., 2007; Gonzalez et 
al., 2016; Hines, 2008; Mauricio & Lopez, 2009; Peters, Derefinko, & Lynam, 2017; 
Porcerelli, Cogan, & Hibbard, 2004; Ross & Babcock, 2009; Stuart et al., 2006; Weinstein, 
Gleason, & Oltmanns, 2012; Whisman & Schonbrun, 2009). This section first provides a 
broad understanding of IPV, and why it constitutes a serious public health problem. It then 
describes and examines the efficacy of IPV intervention programmes, which are the primary 
criminal justice response to IPV in Anglo-Saxon countries. A lack of empirical support for 
IPV intervention programmes has prompted calls to leave behind the current ‘one size fits all’ 
model of intervention, and shift attention to differences between IPV offenders that may 
explain why under similar treatment programmes some IPV perpetrators respond to treatment 
and others do not (Bogat, Levendosky, & Eye, 2005; Cantos & O'Leary, 2014). In line with 
this, the final part of this section discusses the IPV offender subtypes proposed by 
Holtzworth-Munroe and Stuart (1994) on the basis of personality and violence characteristics, 
and research indicating that treatment outcomes and IPV recidivism can be predicted by these 
subtypes. This contributes to the rational basis for examining the effectiveness of IPV 




interventions for individuals with BPD symptomology- the second main aim of the current 
study.  
Intimate partner violence (IPV) is a serious global public health problem that 
transcends socioeconomic, religious, and cultural groups, ethnicity and nationality. The 
World Health Organisation (WHO) defines IPV as “…behaviour within an intimate 
relationship that causes physical, sexual, or psychological harm to those in the relationship” 
(Breiding, Basile, Smith, Black, & Mahendra, 2015). IPV behaviours include physical 
aggression, such as slapping, kicking, beating; sexual violence such as forced intercourse and 
sexual coercion; controlling behaviours such as control of reproductive and safe sex choices; 
stalking, and psychological abuse (Breiding et al., 2015). Psychological abuse involves verbal 
and behavioral acts that are intended to humiliate, insult, dominate, isolate, intimidate, and 
threaten one's partner (Heise & Garcia Moreno, 2002). Stalking is also being increasingly 
recognized as a common distinct component of IPV, and this behavior includes (but is not 
limited to) repeated and unwanted phone calls, text messages, emails, instant messages or 
messages through websites, spying with a listening device, camera or global positioning 
system, or showing up places where the intimate partner does not want to see them (Breiding, 
2014; Breiding et al., 2015; Tjaden & Thoennes, 2000). It is common for various forms of 
intimate partner violence to occur together (Breiding et al., 2015; Heise & Garcia Moreno, 
2002). The term ‘intimate partner’ refers to a current or former spouse, boyfriend/girlfriend, 
dating partner, or ongoing sexual partner (Breiding et al., 2015). Intimate partners do not 
need to live together and can be opposite or the same gender (Breiding et al., 2015). The 
outdated American term 'batterer’ is still sometimes used to refer to men who repeatedly 
physically assault their partners.   
Gender and intimate partner violence.  Although men experience IPV by women, 
and violence occurs in relationships between partners of the same sex, the majority of those 




who perpetrate IPV are men and the majority of those who experience it are women 
(Catalano, Smith, Snyder, & Rand, 2009 ; Dobash & Dobash, 1988; Gauthier & Bankston, 
2004; Rennison & Welchans, 2000; Tjaden & Thoennes, 2000). IPV is the most common 
form of violence experienced by women (Heise, Ellsberg, & Gottemoeller, 1999), while men 
are more likely to be attacked by a stranger or acquaintance than an intimate partner (Heise & 
Garcia Moreno, 2002; Tjaden & Thoennes, 2000). Archer (2002) observed that men and 
women tend to employ different methods of IPV, with men more likely to beat up, choke or 
strangle their partners, and women more likely to slap, kick, bite, punch, throw something at, 
or hit their intimate partner with an object. In terms of psychological and emotional abuse, 
men tend to use tactics that threaten life and create a pattern of fear or control, while yelling 
and shouting are the primary tactics of women (Hamberger & Larsen, 2015). IPV 
perpetrated by men tends to be more severe and causes more injuries than IPV perpetrated by 
women (Archer, 2000; Chan, 2011; Johnson & Leone, 2005; Tjaden & Thoennes, 2000) and 
women are far more likely to be killed by their partner than are men (Gauthier & Bankston, 
2004; Saunders & Browne, 2000). Studies also reveal gender differences in motivation for 
the perpetration of physical IPV. Hamberger and Larsen (2015) reviewed 64 comparative 
studies of men’s and women’s experiences of IPV in clinical samples between 2002 and 
2013. These authors concluded that while both women and men actively participate in 
physical IPV, physical violence by women is more likely to be a defence or response to 
violence initiated against them.  
The prevalence of intimate partner violence.  IPV is common. In 2013 the WHO 
presented the first systematic analysis of international data on the prevalence of IPV against 
women, and found that globally almost one third (30%) of women aged 15 and over who 
have been in a relationship had experienced physical and/or sexual violence by their intimate 




partner (Devries et al., 2013) 1. Due to a lack of agreement on standard measures 
psychological forms of IPV were not included in this study. Research however shows that 
physical violence in intimate relationships is almost always accompanied by psychological 
abuse, and in one third to over one half of cases by sexual abuse, and psychological IPV is as 
strongly associated with the majority of adverse IPV health outcomes as physical IPV (Coker, 
Smith, Bethea, King, & McKeown, 2000; Leibrich, Paulin, & Ransom, 1995; Yoshihama & 
Sorenson, 1994). 
While IPV victimisation is more prevalent among women, many men also experience 
sexual, psychological and physical violence by an intimate partner. A 2000 survey by the 
United States Department of Justice of 16,000 people in the U.S. (8,000 men and 8,000 
women) revealed that as well as 1.3 percent of women, 0.9 percent of men reported 
experiencing physical violence in the previous year (Tjaden & Thoennes, 2000). Of 5,758 
women and 4,323 men surveyed in the 2015 U.S. Center for Disease Control and Prevention 
(CDC) National Intimate Partner and Sexual Violence Survey (NISVS),  25.1% of women 
and 10.9% of men had experienced contact sexual violence, physical violence, and/or 
stalking by an intimate partner during their lifetime, and reported some form of IPV-related 
impact (Smith et al., 2018). The NISVS showed similar prevalence of psychological IPV 
victimisation for men and women, with over one-third of men (34.2%) and women (36.4%) 
experiencing psychological aggression by an intimate partner during their lifetime (Smith et 
al., 2018). Many victims of IPV were first victimised at a young age. In the NISVS 71.1% of 
women and 55.8% of men reported first experiencing IPV before age 25 (Smith et al., 2018).
 The impact of intimate partner violence.  The impact of IPV is profound for both 
men and women, however most research to date has focused on impacts on women (Coker et 
 
1 The majority of the study estimates (87%) were derived from three large international data sets: the WHO 
multi-country study on women’s health and domestic violence against women (21) (10 countries), IVAWS (25) 
(8 countries) and GENACIS (26) (16 countries). 




al., 2000). Compelling evidence for the adverse effects of IPV is that it is the leading cause of 
homicide death in women. A 2017 report by the U.S. Center for Disease Control and 
Prevention (CDC) examined homicides of U.S. adult women from 2003-2014 and found that 
almost half of all female homicide victims were killed by a current or former male intimate 
partner (Petrosky et al., 2017). Globally, the WHO reports that 38% of female homicides are 
perpetrated by a partner or spouse, whereas only 6 percent of men suffer the same fate 
(Devries et al., 2013). In addition to death by homicide, research indicates that female IPV 
victims are at greater risk of AIDS-related death (Campbell et al., 2008) and death by suicide 
(Golding, 1999).  
Aside from death rates, a growing body of evidence is indicating the considerable 
health, family, economic, and societal consequences of IPV. Physical injuries, ranging from 
bruises, broken and fractured bones to head injuries and permanent disabilities, constitute an 
obvious and well-known health impact of IPV. IPV can however also increase an individual’s 
risk of future poor physical health indirectly (Breiding et al., 2008), and men and women who 
have experienced IPV are more likely to report general poor physical health, and experience 
asthma, chronic pain, frequent headaches, irritable bowel syndrome as well as a number of 
other adverse physical health symptoms compared to those who have not experienced IPV 
(Crofford, 2007; Heise & Garcia Moreno, 2002; Smith et al., 2017; Sutherland, Bybee, & 
Sullivan, 2002). IPV also contributes to mental health problems (Smith et al., 2017), and 
research shows that women who have experienced partner violence are more likely to 
experience anxiety, posttraumatic stress disorder (PTSD), phobias, social dysfunction, eating 
disorders and substance use disorders, and are almost twice as likely to experience depression 
(Devries et al., 2013; Golding, 1999; Heise & Garcia Moreno, 2002; Pico-Alfonso et al., 
2006). Effects of IPV tend to persist long after abuse stops and have a cumulative effect, with 
the greater the length of time a victim is abused for and the more types of abuse associated 




with more severe health consequences (Breiding et al., 2008; Follette, Polusny, Bechtle, & 
Naugle, 1996; Golding, 1999; Koss, Koss, & Woodruff, 1991).  
Children’s exposure to parental intimate partner violence is increasingly recognized as 
a form of child maltreatment, and is associated with a plethora of psychological, social, 
emotional and behavioural problems (Gilbert et al., 2009). This includes anxiety, depression, 
post-traumatic stress symptoms, frequent illness, academic difficulties, cognitive deficits, low 
self-esteem, conduct problems, and fewer and lower quality peer relationships (Bogat, 
Dejonghe, Levendosky, Davidson, & Von Eye, 2006; Child, 2014; Edleson, 1999; Graham-
Bermann, 1998; Kernic et al., 2003; Lundy & Grossman, 2005; Osofsky, 2003). Indeed, 
studies suggest that children exposed to IPV tend to display the same behavioural, emotional, 
and cognitive-functioning problems as children who are themselves directly abused (Edleson, 
1999; Jaffe, Wolfe, & Wilson, 1990).  
Aside from the human and emotional costs borne by IPV victims and their children, 
enormous economic harm is caused by IPV. Major health care, criminal justice, and social 
services costs are directly generated by IPV (Laing & Bobic, 2002), and IPV has an adverse 
impact on women’s participation in education, employment, and civic life, which negatively 
impacts on global poverty reduction (Garcia-Moreno & Watts, 2011). In a 2004 report the 
U.S. Centre for Disease Control and Prevention (CDC) estimated that IPV perpetrated against 
women in the USA cost over $5.8 billion dollars in 1995, taking medical and mental health 
costs, the value of lost productivity from paid employment, household work, and loss of lives 
into account (Max, Rice, Finkelstein, Bardwell, & Leadbetter, 2004). Updated to 2019 dollars 
this would equal over $9.6 billion dollars.      
 Intimate partner violence intervention programmes.  The feminist movement of 
the 1970’s brought significant public attention to the problem of IPV, and demands for a 
stronger response from the criminal justice system (Barner & Carney, 2011). Consequently, 




group treatment interventions for male abusers (often labeled batterer intervention 
programmes [BIPs]) began to be developed in the late 1970’s, and are today the most 
common mode of intervention with male IPV perpetrators (Babcock et al., 2016). The group 
approach to IPV treatment is more cost-effective than individual treatment, and gives 
participants the opportunity to share experiences as well as mentor and challenge one another 
(Price & Rosenbaum, 2009). The majority of participants in IPV programmes are court 
mandated (96%), and programmes vary in overall length (e.g. from 8 to 52 weeks) and 
session length (from 60-120 minutes) (Price & Rosenbaum, 2009). Most IPV programmes 
have an open ended format meaning clients can be added and terminated as the group 
proceeds. The average number of sessions for programme completion is 26, and in most 
programmes participants are terminated for excessive absences, with failure to complete often 
resulting in imprisonment (Price & Rosenbaum, 2009). IPV intervention programmes (or 
BIPs) usually have around ten participants, and are led by either one or two facilitators (Price 
& Rosenbaum, 2009).  
  The most common group treatment approaches for IPV interventions are based on the 
Duluth model or cognitive behavioural therapy (CBT) (Condino, Tanzilli, Speranza, & 
Lingiardi, 2016). The Duluth model emerged in the 1980’s as part of the Domestic Abuse 
Intervention Project (DAIP) in Duluth, Minnesota (Barner & Carney, 2011). DAIP was an 
experimental programme that aimed to reform the way domestic violence was dealt with in 
the city’s criminal justice system, and involved a multi-agency team of police departments, 
emergency responders, prosecutors, courts, women’s shelters, and human service agencies 
working together to develop a coordinated community domestic violence response (Babcock 
et al., 2016). The system that emerged from DAIP was based on offender accountability and 
victim safety, and included mandatory arrest policies, follow-up support and advocacy for 
victims, prompt prosecution, active monitoring of offender compliance with probation 




conditions, strengthening of civil remedies, and court-mandated participation in IPV 
intervention programs (Pence & McMahon, 1997). As a part of DAIP, Pence and Paymar 
(1993) developed a feminist psychoeducational approach to IPV perpetrator intervention that 
ultimately became known as the “Duluth model.” The Duluth model holds that the primary 
cause of IPV is patriarchal ideology and the implicit or explicit societal sanctioning of men’s 
power and control over women (Pence & Paymar, 1993). The fundamental tool of the model 
is the ‘power and control wheel’, which describes IPV as a pattern of behaviour characterised 
by the use of intimidation, male privilege, isolation, emotional and economic abuse, and 
violence to control women (Pence & Paymar, 1993). The Duluth model aims to help men 
learn to stop using power and control wheel behaviours, and to instead adopt behaviours of 
the ‘equality wheel’, which forms the basis of non-violent egalitarian relationships (Pence & 
Paymar, 1993). After showing success in its early stages the Duluth model attracted attention 
from national criminal justice bodies and women’s rights groups, and within ten years of its 
development the Duluth model was the primary basis of IPV interventions in all 50 states of 
the USA (Barner & Carney, 2011). The Duluth model has also been adopted around the 
world and remains the leading IPV intervention model in the USA and other Anglo Saxon 
countries (Barner & Carney, 2011; Cannon, Hamel, Buttell, & Ferreira, 2016; Cantos & 
O'Leary, 2014; Price & Rosenbaum, 2009).  
Cognitive-behavioural (CBT) group interventions are the main alternative to the 
Duluth model treatment approach (Babcock, Green, & Robie, 2004). CBT approaches 
consider intimate partner violence to be a learned behaviour, and require offenders to 
recognize that their abusive behaviour is under their control (Feder & Wilson, 2005a). 
Treatment focuses on modifying the faulty cognitions that support IPV as well as developing 
techniques to manage IPV related emotions (i.e. anger management, relaxation) (Feder & 
Wilson, 2005a). Interpersonal deficits are also targeted through skills training in 




communication skills and assertiveness. While the Duluth model and CBT are different 
approaches to IPV treatment, many programs now incorporate both methods, and 
distinguishing one from the other is becoming increasingly difficult (Babcock et al., 2004).    
The effectiveness of intimate partner violence intervention programmes.  Given 
the profoundly negative individual and societal costs of IPV, it is crucial to examine how this 
problem is being addressed. Mandatory BIP attendance is of course only a reasonable judicial 
decision if it can be demonstrated that as a result IPV perpetrators are less violent and victims 
are safer. The efficacy of IPV intervention programmes has been empirically investigated for 
about 30 years, and a number of quantitative reviews have been published. Overall results 
have been mixed, and indicate a lack of clear support for the efficacy of IPV intervention 
programmes. 
 Babcock et al. (2004) conducted a meta-analysis of IPV interventions using 5 
experimental (randomised) and 17 quasi-experimental studies. Studies were included that had 
some form of IPV perpetrator comparison group (either treatment dropouts, a non-equivalent 
control group or a randomised control group receiving no treatment), that conducted follow-
up assessments beyond the end of treatment, and that used victim or police report to assess 
recidivism. Overall results showed the effect of BIP treatment to be small, and there was no 
significant difference between CBT and Duluth-type interventions. True experimental studies 
demonstrated smaller effect sizes than the quasi-experimental studies, however this 
difference was not statistically significant. Cohen’s d (1988) was used to measure effect sizes 
where effect sizes (d) of 0.20 or less are considered small, 0.50 considered medium, and 0.80 
large. The highest treatment effect size (d = 0.34) was shown for quasi-experimental studies, 
with victim report used to measure recidivism. Looking at experimental studies only, effect 
sizes (d) were 0.09 (for victim reported recidivism) and 0.12 (for police reported recidivism). 
Results from victim report are generally thought to provide a more valid indication of 




ongoing IPV than official reports (Murphy & Ting, 2010), and the authors estimate that this 
victim report result roughly equates to a 5% reduction in IPV recidivism by BIP participants. 
Overall the authors concluded a small but positive effect of BIP’s on IPV recidivism.  
 Feder and Wilson (2005) also conducted a meta-analysis of IPV intervention 
programme studies, with more mixed results than Babcock et al. (2004). These authors 
included four true experimental studies and six quasi-experimental studies (most of which 
were also included in Babcock et al.’s study [2004]). They selected studies that established 
pre-treatment equivalence between groups (by statistical controls or matched groups design), 
measured recidivism by official or victim report, and followed participants for at least six 
months after treatment. Among experimental studies, the authors found that the intervention 
programmes had no overall effect on victim reported IPV recidivism (d = .01), and a trivial to 
moderate effect on officially reported IPV recidivism (d = .26). Among the quasi- 
experimental studies that used a no-treatment comparison results showed a small harmful 
effect of IPV intervention programmes on victim and officially reported IPV recidivism. 
Conversely, quasi- experimental studies that compared treatment completers to those who 
dropped out, demonstrated significantly lower IPV recidivism (official report) for completers, 
with a large effect size of d = .97. Feder and Wilson (2005) however suggest that there could 
be number of reasons (other than the effect of treatment) that explain why individuals who 
complete treatment are less likely to re-offend as compared to those who drop out, such as 
motivation to change or fear of legal consequences. On the whole Feder and Wilson (2005) 
were unoptimistic about the effects of court ordered IPV interventions on recidivism, and in 
fact cautioned that “at this point, the existing evidence cannot ensure that these programs are, 
in fact, helpful and not harmful” (p. 257). They called for the exploration of new and 
innovative approaches to IPV intervention, and for the use of experimental pilot studies for 
determining their effectiveness.   




The two most recent reviews also demonstrate a lack of evidence for the efficacy of 
IPV intervention programmes. Eckhardt et al. (2013) reviewed 20 studies that examined 
either Duluth or CBT based intervention programmes. To be included in the review studies 
had to have one or more comparisons groups, use a victim or official measure of recidivism, 
and be published after 1990. Of the 20 included studies, 8 used some kind of randomised 
design and 12 used a quasi-experimental design. 9 of the 20 BIPs showed significant 
reduction in IPV for the treatment group compared to a non-treatment control group or drop-
outs. Eckhardt et al. (2013), however, pointed to significant methodological flaws in 3 of the 
9 studies, and only 1 of the 9 studies used a randomised design. Six studies that used a no-
treatment control comparison found no evidence of BIP effectiveness. The authors observed 
that as the methodological rigor of a study increases the likelihood of obtaining significant 
effects seems to decrease, and concluded that overall the evidence for BIPs is equivocal.  
   Finally, in a more recent meta-analysis, Arias, Arce, and Vilariño (2013) reviewed 19 
BIP studies, making up a total sample of 18,941 IPV offenders. They selected studies that 
were published after 1975, measured recidivism using victim as well as official report, had at 
least a 6 month follow up period, and that described the theoretical approach of the BIP. Six 
of these studies were true experimental designs. The authors reported no significant 
difference between Duluth and CBT treatment programmes, and found that overall the 
treatment of batterers had a statistically non-significant effect.  
On the whole, despite the considerable health, family, economic and societal costs of 
IPV, the efficacy of IPV intervention programmes is uncertain. Even if we consider the 
modest positive programme effects demonstrated by some of these reviews to be definitive 
(Arias et al., 2013; Babcock et al., 2004), and not simply attributable to the characteristics of 
men that choose to attend and complete treatment, these effects are far weaker than we would 
expect for the criminal justice system’s primary IPV intervention strategy.  As stated at the 




beginning of this section, the lack of clear empirical support for standard BIP’s has prompted 
calls to leave behind the “one size fits all” model of IPV intervention, and instead shift 
attention to differences between IPV offenders that may account for why some IPV 
perpetrators respond to treatment and others do not (Bogat et al., 2005; Cantos & O'Leary, 
2014).   
   Intimate partner violence offender typologies and interventions.  IPV researchers 
began to attempt to empirically describe the differing characteristics of IPV perpetrators in 
the 1980’s (Hamberger & Hastings, 1986). While the initial goal was to identify common 
features that distinguished batterers from others, it soon became apparent that these 
individuals differ in a number of important ways including personality, psychopathy, 
demographics, substance use, and type and severity of violent behaviour (Hamberger & 
Hastings, 1991). Efforts were subsequently directed towards identifying meaningful ‘batterer’ 
subtypes: i.e. identifying common characteristics that differentiate subgroups of IPV 
perpetrators from one another, and from non-perpetrators (Greene, Coles, & Johnson, 1994; 
Hamberger, Lohr, Bonge, & Tolin; Holtzworth-Munroe & Stuart, 1994; Thijssen & de 
Ruiter, 2011).  
To date, the most influential study classifying IPV perpetrators is that of Holtzworth-
Munroe and Stuart (1994), whose typology has become recognised as the standard in IPV 
perpetrator typology (Huss & Ralston, 2008; Langhinrichsen-Rohling, Huss, & Ramsey, 
2000). Conducting a comprehensive review of 15 previously proposed batterer typologies  
Holtzworth-Munroe and Stuart (1994) observed that all typologies included at least one of the 
following dimensions: severity of relationship abuse, use of abuse in and outside the 
relationship, and psychopathology/personality disorders. On the basis of these dimensions 
the authors proposed three subtypes of batterers: the family-only, the dysphoric/borderline, 
and the generally violent/antisocial batterers.  




 Holtzworth-Munroe and Stuart (1994) theorised that batterers in the family-only (FO) 
group make up around 50% of identified IPV offenders, perpetrate relatively low levels of 
physical and psychological IPV, and have low rates of criminal activity, substance abuse and 
pathology. Perpetrators in the dysphoric/borderline (BD) subtype were believed to make up 
25% of IPV offenders, and are characterised by borderline personality features, affective 
disturbance, and perpetration of moderate to severe IPV yet low to moderate general 
violence. They are considered the most psychologically distressed and emotionally volatile of 
the three subtypes, and are thought to often display delusional jealousy, explosive anger, and 
to experience problems with substance abuse (Holtzworth-Munroe & Stuart, 1994). Finally, 
the generally violent-antisocial IPV offenders (GVA) were also thought to make up 25% of 
identified IPV offenders, and are characterised by higher levels of all types of violence and 
criminal activity compared to the other two subgroups, as well as markedly higher presence 
of antisocial personality traits.  
Holtzworth-Munroe and Stuart’s typology is theoretical- the authors did not 
recommend specific assessment methods for determining IPV perpetrator subgroups. 
Nonetheless, using various measures of psychopathology and violence generality/severity, 
and a range of different empirical methods, researchers have found support for the existence 
of these three subtypes in numerous validation studies across various countries, contexts, and 
populations (Carbajosa, Catalá-Miñana, Lila, & Gracia, 2017; Cunha & Gonçalves, 2013; 
Dixon & Browne, 2003; Huss & Ralston, 2008; Stoops, Bennett, & Vincent, 2010; Walsh et 
al., 2010). Research does indicate, however, that the distribution of each IPV offender 
subtype varies according to the method used to determine clusters, and context (i.e. 
community, court-referred, prison), with the figures for FO IPV offenders ranging between 
25% and 59%, BD IPV offenders between 37% and 48%, and GVA IPV offenders from 13% 
to 36% (Carbajosa et al., 2017; Cunha & Gonçalves, 2013; Dixon & Browne, 2003; Huss & 




Ralston, 2008; Stoops et al., 2010). [Carbajosa et al., 2017; Cunha & Gonzalez., 2013; Stoops 
et al., 2010] 
Importantly, a few studies suggest that IPV offender typologies can predict outcomes 
in IPV intervention programmes (Carbajosa et al., 2017; Eckhardt et al., 2013; Huss & 
Ralston, 2008). In sample of 175 male IPV offenders referred to a Duluth based intervention 
programme, Huss and Ralston (2008) found that GVA batterers had the highest rate of post-
treatment IPV recidivism (39.1%) (IPV related conviction in the 24-54 months post-
treatment), followed by BD batterers (23.9%), and then FO (10.6%), and these were 
statistically significant differences. Carbajosa et al. (2017) cross-validated Holtzworth-
Munroe and Stuart’s typology in a Spanish sample of male IPV offenders (210) court referred 
to an IPV intervention programme, and also reported that the GVA group (17%) had the 
highest rate of IPV recidivism (IPV offence two years after treatment), followed by the BD 
group (9%) and the FO group (0%), and differences between groups were found to be 
statistically significant.  
In regards to programme completion, studies indicate that more pathological IPV 
offenders attend fewer session and have greater likelihood of dropping out of treatment 
(Carbajosa et al., 2017; Eckhardt et al., 2013; Huss & Ralston, 2008; Langhinrichsen-Rohling 
et al., 2000). In a mixed group of self- and court-referred IPV offenders sampled by 
Langhinrichsen-Rohling et al. (2000), GVA men had significantly lower rates of treatment 
completion (14.3%) compared to DB (57.1%) and FO (66.7%) men. Huss and Ralston (2008) 
reported that GVA and DB offenders completed significantly fewer sessions than FO 
offenders (GVA and DB group did not differ), and GVA offenders (50%) were also 
significantly less likely to complete the treatment programme compared to FO (78%) and BD 
offenders (59%). In line with these findings, Carbajosa et al.’s (2017) GVA group attended 
the lowest number of sessions compared with BD and FO groups, and had the highest rate of 




program drop-out (39.66%), followed by the BD (20.51%), and the FO group (12.16%). 
Differences between BD and FO groups were not statistically significant.  
In summary, typology research establishes that IPV offenders constitute a 
heterogeneous population. Moreover, in line with the risk-needs-responsivity model of 
offender assessment and rehabilitation with its focus on offender heterogeneity for reducing 
engagement in crime (Andrews, Bonta & Hoge, 1990), typology research suggests that there 
may be a need for more targeted IPV interventions for offenders with particular personality 
features. This contention is further elaborated in relation to BPD in a subsequent section.  
Borderline Personality Disorder and IPV 
This section provides a detailed review of empirical research that examines the 
relation between traditional BPD and IPV perpetration. The majority of studies measure IPV 
using some form of the Conflict Tactics Scales (CTS), which is a self-report measure of IPV 
perpetration and victimisation (Straus, 1979). The CTS is the most widely used instrument in 
research on family violence and has demonstrated cross-cultural reliability and validity 
(Straus, 2004). The operationalisation and measurement of BPD on the other hand varies 
across BPD-IPV studies, but self-report measures are primarily used. Overall studies 
demonstrate that BPD is consistently associated with the perpetration of IPV. There is no 
evidence of a gender difference in the magnitude or direction of the BPD-IPV perpetration 
association, however comparative research is limited so this is by no means conclusive. A 
handful of studies have also examined specific aspects of BPD that may explain or influence 
the strength of the BPD-IPV association, and are reviewed for their relevance in informing 
hypotheses about AMPD traits and IPV.  
Traditional operationalisations of BPD and IPV.  
Categorical BPD diagnosis and IPV . A few studies have demonstrated an 
association between categorical or “traditional” diagnosis of BPD and IPV perpetration, on 




the basis of self-report measures that have been developed to assess traditional DSM-IV BPD 
criteria (Goldenson et al., 2007; Gonzalez et al., 2016; Stuart et al., 2006). While self-report 
methods have greater reliability and validity than unstructured clinical interviews for PD 
diagnosis there are a number of issues with their use, including high rates of false positives, 
response biases and distorted self-perceptions (MacDonald, 2008; Paulhus & Vazire, 2007; 
Perry, 1992). Structured interviews are widely considered the gold standard for PD diagnosis 
(Samuel et al., 2013), but have not been used for any studies examining BPD diagnosis and 
IPV. 
As a part of their broad examination of self-reported BPD and violent behaviour, 
Gonzalez et al. (2016) investigated whether there was an association between categorical 
BPD and IPV perpetration in a representative sample of the UK population. Participants 
were 15,753 men and women from two British national surveys of adults (16 years and 
older). BPD was assessed using the Structured Clinical Interview for DSM-IV Axis II 
Disorders - Personality Questionnaire (SCID-II; First, Spitzer, Gibbon, & Williams, 1997), 
and participants were interviewed regarding the severity, victim type (spouse or partner, 
family member, friend, person known, stranger, police officer, other), location (own home, 
street or other outdoor location, bar/pub, workplace, some other place), and outcome of any 
physical violence they had perpetrated in the past five years. After adjusting for 
demographic covariates and psychiatric comorbidity results indicated that a diagnosis of 
BPD was associated with increased likelihood of violence against an intimate partner (OR = 
1.90, 95% CI: 1.03-3.51; p < 0.05) and violence in one’s own home (OR = 2.17, 95% CI: 
1.19-3.94; p < 0.05). Neither violence severity nor outcome were associated with a diagnosis 
of BPD. The researchers did not compare the relationship between BPD diagnosis and IPV 
for men and women separately.  




Two studies demonstrate high prevalence of BPD among female IPV perpetrators 
(Goldenson et al., 2007; Stuart et al., 2006). Stuart et al. (2006) examined psychopathology 
among 103 women who had been arrested for IPV and mandated to attend a violence 
intervention programme. Participants were administered various psychopathology self-
report screening instruments, including the BPD subscales of the Personality Diagnostic 
Questionnaire-4 (PDQ-4; Hyler, 1994), and self-reported IPV victimisation and perpetration 
was assessed using the CTS-2 (Straus, Hamby, Boney-Mccoy, & Sugarman, 1996). The 
women reportedly perpetrated a mean of 21.0 (SD = 34.1) acts of physical violence, 47.8 
(SD = 37.7) acts of psychological abuse, and 1.1 (SD = 3.3) acts of sexual coercion in the 
previous year. Overall, 27% of the sample met the PDQ-4 criteria for a BPD diagnosis, and 
the authors reported that based on USA National Comorbidity Survey data (Kessler et al., 
1994), this was 20.3 times greater than the general population. 
Goldenson et al. (2007) examined attachment, trauma-related symptoms and PDs 
among 33 female IPV offenders who were also participating in IPV treatment. These women 
were compared to a non-offending clinical control group of women who were currently 
receiving psychotherapeutic treatment (n = 32), and BPD was assessed using the Millon 
Clinical Multiaxial Inventory-III borderline scale (MCMI-III; Millon, Davis, & Millon, 
1997). Goldenson et al. (2007) showed that that a significantly higher proportion of female 
IPV offenders (47%) met the clinical cut off for BPD diagnosis compared to the non-
offending clinical control group (7%), X2 (1, N = 63) = 12.9, p < .001. Research has however 
also shown that the MCMI-III tends to over-predict PD’s in batterers (Hart, Dutton, & 
Newlove, 1993), as well as more generally given that it is a self-report measure. 
BPD symptom counts and IPV. Rather than using personality measures to 
determine whether a person meets categorical criteria for BPD, a number of studies have 
examined the association between IPV perpetration and traditional BPD as a continuous 




symptom count variable (based on DSM BPD criteria). BPD symptom counts were 
measured using self-report inventories (Hines 2009; Mauricio and Lopez 2009, Hughes, 
2007), clinician Q-sort method (Porcerelli et al., 2004), semi-structured interview (Whisman 
and Schonbrun, 2009), as well as the combination of self- report, informant-report and 
structured interview (Weinstein et al., 2012) in these studies, and overall results clearly 
demonstrate a positive association between BPD symptom severity and self-reported 
perpetration of IPV.  
 Hines (2008) used data from the International Dating Violence Study (IDVS), a study 
conducted by a consortium of researchers at 67 universities around the world, to examine 
whether BPD symptom scores differentially predict the use of IPV for men and women. 
Participants were 14,154 mostly female undergraduate students (5054 men, 10,100 women) 
who were currently in a romantic relationship or had been in the past year. The CTS-2 
measured the number of different types of physical, sexual and psychological IPV each 
participant reported using in the previous year, and the borderline personality scale of the 
Personal and Relationships Profile was used to assess BPD symptom counts (PRP; Straus, 
Hamby, Boney-McCoy, & Sugarman, 2011). This scale contains 9 items based on DSM-IV 
BPD diagnostic criteria, and each item is rated using a 4 point scale from 1 (strongly 
disagree) to 4 (strongly agree). Hines (2008) computed mean BPD scores for each 
participant. Multilevel regression modelling showed that the four-point BPD score was a 
significant predictor of all forms of IPV, and event rate ratios indicated that for every one 
point increase in BPD, the number of different types of physical IPV perpetrated by an 
individual increased by 245%, the number of types of psychological aggression increased by 
52%, and the number of types of sexual IPV perpetrated increased by 56%. Gender did not 
moderate the association between IPV and BPD. 




 Mauricio and Lopez (2009) aimed to explore associations between adult attachment 
styles, antisocial personality disorder (ASPD), BPD, and IPV perpetration. These authors 
used latent class analysis to identify IPV subgroups among 304 male IPV intervention 
programme participants on the basis of self-reported IPV. Self-reported physical IPV was 
measured using the CTS-2, self-reported psychological violence using the short form of 
Psychological Maltreatment of Women Scale (PMWS; Tolman, 1989), and participants also 
answered questions about the generality of their violence as well as any injuries they had 
inflicted on their partner in the past 12 months. Three IPV subgroups were identified with 
varying IPV severity and frequency, and 40% of the total sample were represented by a 
‘high-level violence’ subgroup. Mauricio and Lopez (2009) assessed BPD as a continuous 
symptom count variable using the Personality Diagnostic Questionnaire- Revised (PDQ-R; 
Hyler et al., 1988), which reflects the BPD diagnostic criteria of the (DSM-III-R; APA,  
1987). Results of this study revealed that BPD scores were positively associated with being in 
the high-level violence subgroup (β= 0.34, SE = 0.13, z =2.73), and a one point increase in 
BPD score increasing the odds of being in the high –level violence class by 1.36 times.  
Hughes, Stuart, Coop Gordon, and Moore (2007) investigated risk factors for physical IPV 
among female IPV offenders. These authors assessed self -reported physical IPV, family of 
origin violence, partner’s IPV, post-traumatic stress symptoms and BPD in a sample of 80 
female participants who had been arrested for IPV and mandated to attend an intervention 
programme. BPD was assessed by self-report as a continuous symptom count variable using 
the BPD subscale of the PDQ-4, and frequency of physical IPV was assessed using the 
physical aggression scale of the CTS-2. Multiple regression analysis was used to test whether 
family of origin violence, Partners physical aggression, PTSD symptom score and BPD score 
significantly predicted participants' ratings of aggression. These predictors explained 50% of 
the variance in physical aggression, (F(4,79)=5.56, p < .01), and partner’s physical 




aggression, BPD symptoms, and post-traumatic stress symptoms were shown to be 
significant predictors. Higher BPD symptom scores (β = .22, p <.05) were associated with 
greater use of physical IPV.  
 Porcerelli et al. (2004) demonstrated an association between IPV and BPD symptom 
counts with BPD assessed by clinician judgment. These authors sought to develop a 
personality profile of male IPV offenders, and recruited 52 experienced clinicians who used 
the Shedler-Westen Assessment Procedure-200 (SWAP-2; Westen & Shedler, 1999) to 
describe the personality of a current male patient who was either physically violent towards 
his partner, or martially distressed but non-violent. The SWAP-200 is a Q-sort method 
comprised of 200 personality descriptive items derived from DSM-IV PD diagnostic criteria, 
and assessors must use clinical judgement to sort items into eight categories ranging from 
most descriptive of the person (7) to not descriptive (0).Twenty-five clinicians provided data 
describing a patient who was violent towards his partner, and 27 provided data describing a 
patient who was martially distressed but non-violent. Porcerelli et al. (2004) compared the 
SWAP-200 personality scores for these men and revealed that partner violent men had higher 
BPD scores (M = 50.43, SD = 9.50) than martially distressed men (M = 42.44, SD = 7.80), 
F(1, 52) = 11.04, p < .01, d = .92.  
Whisman and Schonbrun (2009) demonstrated that BPD symptom severity is 
associated with self-reported physical IPV in a large nationally representative sample of 
married adults (USA), with BPD assessed by semi-structured interview. These authors 
examined relations between BPD symptoms, physical IPV, marriage distress and marriage 
dissolution using data gathered from 1,147 married individuals as part of the National 
Comorbidity Survey Replication- a household survey of adults over 18 years (Kessler & 
Merikangas, 2004). Participants took part in face-to-face interviews which included the 
International Personality Disorder Examination Screening Questionnaire BPD scale (IPDEQ; 




Loranger, 1999), and the physical IPV scales of the CTS-2. After controlling for demographic 
covariates and current (12 month) mood, anxiety and substance use disorders, Whisman and 
Schonbrun (2009) showed that BPD symptom scores were positively associated with marital 
distress, marital dissolution, and the perpetration of minor physical IPV (B = .24, p < .001) 
(OR = 1.27, 95% CI: 1.13-1.44) and severe physical IPV (B = .25, p < .05) (OR = 1.28, 95% 
CI: 1.01-1.63). 
Finally, Weinstein et al. (2012) examined the relationship between personality 
pathology and the frequency of physical and psychological IPV in a community sample of 
872 late middle-age adults. They assessed symptoms of personality disorders via the 
Structured Interview for DSM–IV Personality (SIDP-IV; Phohl, Blum, & Zimmerman, 1997) 
and participants also completed a self-report version. They also used an informant report 
version of the SIDP-IV, and individuals who knew the participants well completed this. 
Frequency of physical and psychological IPV in the past 12 months was assessed by self-
report using scales of the CTS-2 . Multiple regression analyses predicting IPV perpetration 
were conducted for each source of PD assessment, controlling for gender, education, alcohol 
dependence, and other personality pathology. BPD scores were significantly related to the 
frequency of physical/psychological IPV regardless of whether the participant’s personality 
was rated by a clinician (b = 20.15, p < .005), self-rated (b = 6.32, p < .005) or informant-
rated (b = 5.19, p < .005).  
Specific traits of BPD and IPV.  Although the general connection between BPD and 
IPV is well established, only a few of studies have examined specific aspects of BPD that 
may explain or influence the strength of this relation. As part of their examination of BPD 
and violence, Gonzalez et al. (2016) investigated the relation between individual BPD criteria 
and characteristics of violence. The presence or absence of each of the nine discrete DSM-IV 
BPD criteria was assessed using the Structured Clinical Interview for DSM-IV Personality 




Disorders Questionnaire (SCID-II; First et al., 1997), and participants (15,753 men and 
women from two British national surveys of adults) were interviewed about the 
characteristics of any violence they had perpetrated in the past five years (severity, victim 
type, location, and outcome). Results revealed differential associations between individual 
DSM-IV BPD criteria and violence perpetrated against intimate partners. Anger (OR = 3.36, 
95 % CI: 2.22-5.09, p < 0.001), frantic efforts to avoid abandonment (OR = 2.17, 95 % CI: 
1.56-3.00, p < 0.001), and impulsivity (OR = 1.40, 95 % CI: 1.00-1.97, p < 0.05) were 
independently associated with perpetration of IPV. Frantic efforts to avoid abandonment was 
associated with violence towards intimate partners exclusively, whereas impulsivity and 
anger criteria were also associated with perpetration of violence against most other victim 
types.  
 Peters et al. (2017) demonstrated that negative urgency, which is impulsive behavior 
specifically in response to distressing emotion, accounted for the association between BPD 
and physical IPV among young men (193 male undergraduate students aged 17 to 26 years). 
These authors assessed self-reported BPD by matching individuals’ NEO Personality 
Inventory profiles (Costa & McCrae, 1992) to a five factor model BPD profile developed by 
experts (FFM-BPD; Lynam & Widiger, 2001). Five impulsivity personality traits (negative 
urgency, positive urgency, lack of premeditation, lack of perseverance and sensation-seeking) 
were assessed using the UPPS-P model of impulsivity (Lynam, Smith, Whiteside, & Cyders, 
2006), and physical IPV was measured using items of the Crime and Analogous Behaviours 
Scale (CAB; Lynam, Whiteside, & Jones, 1999). Hierarchical multiple logistic regression 
with BPD entered in Step 1 showed that a one standard deviation increase in BPD was 
associated with an 86% increased risk of IPV perpetration (OR = 1.86, 95% CI: 1.30-2.66 p < 
.05), however, adding the five impulsivity facets to the model in Step 2 eliminated the 
significant effect of BPD. Negative urgency was shown to be the single impulsivity trait 




meaningfully associated with physcial IPV, with a one standard deviation increase in 
negative urgency associated with an 80% increase in risk of physcial IPV perpetration (OR = 
1.80, CI: 1.09-2.96, p <.05). Finally, parallel bootstrapping methods showed that negative 
urgency (95% CI: .060-.739) accounted for 58% of the total effect of BPD on IPV.  
Lastly, in a recent study, Armenti and Babcock (2018) examined traits of rejection 
sensitivity and anger in relation to BPD and IPV among 218 undergraduate students.  BPD 
was assessed as a symptom count variable using the borderline subscale of the Personality 
Assessment Inventory (PAI-BOR; Morey, 1991) and self-reported physical and psychological 
IPV was assessed using the CTS-2. Trait and state anger were measured with the State-Trait 
Anger Expression Inventory-2 (STAXI-2; Spielberger, 1999) and rejection sensitivity was 
assessed using the Rejection Sensitivity Questionnaire (RSQ; Downey & Feldman, 1996). 
BPD symptom severity was shown to be associated with the perpetration of physical IPV (b = 
.29, SE = .08, 95% CI= [.14, .44], p < .001) and psychological IPV (b = .39, SE = .09, 95% 
CI = [.21, .57], p < .001). Rejection sensitivity was shown to be related to BPD (r =.38, p 
<.01), however, contrary to the author’s hypothesis, and the findings of Gonzalez et al. 
(2016) reviewed prior, rejection sensitivity was not associated with either form of IPV. In 
terms of trait anger, Armenti and Babcock (2018) observed that this predicted self-reported 
psychological IPV (b = 1.08, SE = .17, 95% CI = [.74, 1.42], p < .001), but not self-reported 
physical IPV (b = .12, SE = .15, 95% CI = [–.19, .42], p = .46), also contrary to findings of 
Gonzalez et al. (2016). Trait anger was also demonstrated to fully mediate the relation 
between BPD and psychological aggression. When BPD and anger were added to the 
psychological IPV model simultaneously, BPD was no longer a significant predictor (b = .12, 
SE = .10, 95% CI = [–.08, .33], p = .23), whereas trait anger was (b = .95, SE = .20, 95% CI = 
[.55, 1.35], p < .001). Overall, studies examining specific traits of BPD and IPV suggest that 




impulsivity may be an important influence in the BPD-IPV association for men, and anger 
may be an important factor for both men and women.   
Dimensional Personality Trait Models and IPV  
Dimensional personality trait models conceptualise personality as a hierarchy of 
specific (‘lower order’) traits that can be mapped onto broader (‘higher order’) traits, and, as 
covered earlier, these models are consistent with research evidence on the way personality 
disorders are organised (Livesley et al., 1994; Markon et al., 2005; Widiger, 1993). Some 
researchers have used dimensional models of personality to study the ways that personality 
contributes to IPV. This work is highly relevant for informing hypotheses about AMPD BPD 
personality traits and IPV in this research project, and for this reason they are reviewed here.  
AMPD personality traits and IPV.  To date, one published study has examined IPV 
from the perspective of the AMPD. Dowgwillo, Ménard, Krueger, and Pincus (2016) 
investigated associations between pathological personality traits and the the perpetration and 
victimisation of IPV using DSM-5 AMPD personality traits for men and women separately. 
Surprisingly, these researchers found that the perpetration and victimisation of IPV loaded 
onto the same factor in their analysis, and because of this they examined the perpetration and 
victimisation of IPV as a single factor in their study. As a result, caution should be taken 
when comparing to studies that examine the perpetration of IPV directly. Dowgwillo et al. 
(2016) conducted their study in a large sample of male (n = 1106) and female (n = 1338) 
undergraduate university students. AMPD personality trait facets were assessed using the 
PID-5, and self-reported perpetration and receipt of IPV (frequency) was measured using the 
CTS. As already mentioned, factor analysis of CTS-2 data indicated that the scales for 
perpetration and receipt of psychological, physical, sexual and IPV causing injury loaded 
onto one factor, and this factor was labeled ‘Relationship Violence’. Regression of 
Relationship Violence on PID-5 personality trait facets indicated that trait facets explained 




10.1% of the variance in Relationship Violence for women (F(25, 1033) = 5.757, p < .001) 
and 16.1% of the variance in Relationship Violence for men (F(25, 817) = 7.475, p < .001). 
The personality trait facet of unusual beliefs and experiences was the only facet associated 
with higher frequency of relationship violence for both men (β = .127, p <.05) and women (β 
= .085 p <.05). For men only, high depressivity (β = .171, p <.05) and irresponsibility (β = 
.187, p<.01) were also associated with higher frequency of relationship violence, and 
surprisingly, so were low anxiousness (β = -.114, p <.05) and low risk-taking (β = -.128, p 
<.001). For women, high intimacy avoidance (β = .143, p <.001) and callousness (β = .219, p 
<.001) as well as low withdrawal (β = -.106, p<.05) were associated with higher relationship 
violence. Thus, in a model including all 25 AMPD trait facets, depressivity was the only 
AMPD BPD trait facet that significantly predicted higher frequency of IPV, and only for 
men. This being said, multicollinearity was likely a factor in the full trait model due to high 
correlations between AMPD trait facets, and probably obscures the precise effect of each of 
the proposed AMPD BPD traits on IPV, especially as the authors did not report zero-order 
correlations between traits and IPV variables. 
The Five Factor Model of personality and IPV.  While no study has investigated 
AMPD personality traits and the perpetration of IPV directly, the AMPD personality trait 
model is considered a maladaptive variant of the prominent five factor model of personality 
(FFM; Goldberg, 1990; Norman, 1967), and the FFM has been used to study personality 
dimensions in relation to IPV. The FFM is comprised of five broad trait dimensions that are 
considered to encompass the full range of personality traits: extraversion, agreeableness, 
conscientiousness, neuroticism, and openness to experience, and each of these traits divides 
into six underlying facets (Costa and McCrae 1995). The FFM was initially 
developed through factor analysis of the natural language of personality and a variety of 
personality scales (Digman 1990, John & Srivastava, 1999), and has extensive empirical 




support for its construct validity (Costa & McCrae 1988), temporal stability (Costa & McRae 
1994) and cross-cultural replicability (McCrae & Terracciano, 2005). Research has shown 
that particular patterns of FFM personality traits are significantly associated with personality 
disorders, and DSM-IV BPD is linked to high neuroticism, low agreeableness and low 
conscientiousness in the FFM (Saulsman & Page, 2004). The DSM-5 AMPD personality trait 
model bears close resemblance to the FFM, and empirical evidence demonstrates the 
convergence of the two models (De Fruyt et al., 2013; Gore & Widiger, 2013; Griffin & 
Samuel, 2014; Thomas et al., 2013, Suzuki, Samuel, Pahlen, Krueger 2015), with the DSM-5 
domain of negative affectivity corresponding to FFM neuroticism, DSM-5 detachment to low 
FFM extraversion, DSM-5 antagonism to low FFM agreeableness, DSM-5 disinhibition to 
low conscientiousness, and DSM-5 psychoticism to FFM openness. 
 Hines and Saudino (2008)Hines and Saudino (2008) examined how FFM personality 
traits contribute to the use of psychological, sexual, and physical IPV among 480 
undergraduate students (179 male and 301 female). Self-reported IPV perpetration was 
measured using the CTS-2, and two self-report questionnaires, and items from the 
International Personality Item Pool (IPIP; Goldberg, 1999) and the Eysenck Personality 
Inventory (EPI; Eysenck and Eysenck, 1975) assessed FFM personality traits. Overall, 
personality was shown to be more strongly associated with the perpetration of IPV for 
women than men. For women, psychological IPV perpetration was predicted by the FFM 
traits of high extraversion (B = .07, p < .01), neuroticism (B = 0.5, p < .01) and 
conscientiousness (B = .02, p < .05), as well as low agreeableness (B = -0.5, p < .001). 
Physical aggression was predicted by low agreeableness (B = -.12, p < .001) and high 
neuroticism (B = .16, p < .05). Lastly for women, sexual IPV perpetration was predicted by 
extraversion (B = .19, p < .01) and conscientiousness (B = .09, p < .05). For men, high 




neuroticism predicted the perpetration of psychological (B = .05, p < .05) and physical IPV 
(B = .15, p < 01), and no FFM personality traits predicted sexual IPV perpetration.  
 Ulloa, Hammett, O'Neal, Lydston, and Aramburo (2016) explored associations 
between FFM personality traits and IPV perpetration in a large and nationally representative 
sample of young U.S adults. These researchers used archival data from Wave 4 of the 
National Longitudinal Study of Adolescent Health (USA), collected in 2008 through in-home 
interviews with participants ranging from 25 to 34 years of age. 7187 individuals reported to 
be in a relationship at the time of interview, and these individuals constituted the study 
sample. FFM personality traits were assessed during interview using a reduced version of the 
IPIP, and the perpetration of psychological and physical IPV was assessed using three items 
of the CTS. Ulloa et al. (2016) regressed IPV perpetration on the five broad FFM personality 
traits separately for male and female victims controlling for age, ethnicity, education and 
household income. For males, the overall model explained 3% of the variance in IPV 
perpetration (F(9, 2594) = 7.64, p < .001), and only the FFM traits of openness (β =.07, p = 
.002) and neuroticism (β = .12, p < .001) were associated with more frequent perpetration of 
physcial and psychological IPV. For women, the overall model predicted 4% of variance in 
IPV perpetration (F(9, 3846) = 18.94, p < .001), and higher openness (β = .04, p = .02), 
higher neuroticism (β = .15, p < .001) and higher extraversion (β = .07, p < .001) predicted 
more frequent IPV perpetration. Thus for men and women high openness and neuroticism 
predicted IPV, and extraversion was an additional predictor for women only.  
Across both FFM studies, high neuroticism was the only broad trait dimension 
associated with both men and women’s use of IPV, and high extraversion was associated 
with the use of IPV by women only. FFM neuroticism is associated with DSM-IV BPD 
(Saulsman & Page, 2004), and comprises the lower order facets of anxiety, hostility, 
depression and impulsiveness (which are also AMPD BPD trait facets) as well as 




vulnerability and self-consciousness. High FFM extraversion corresponds with low AMPD 
detachment, and encompasses lower order traits such as warmth, positive emotions, activity 
and excitement-seeking, so of the AMPD BPD traits is likely associated with low 
depressivity, and possibly high risk-taking and impulsivity.  
The Multidimensional Personality Questionnaire and IPV.  The Multidimensional 
Personality Questionnaire (MPQ; Tellegen, 1982) is another well-known dimensional 
personality model, and has also been used to investigate personality traits association with 
IPV. The MPQ (Tellegen, 1982) is made up of 11 lower-order dimensions which load 
onto three higher-order dimensions: positive emotionality (wellbeing, social potency, 
achievement, social closeness), negative emotionality (stress reaction, alienation, 
aggression) and constraint (control, harm avoidance, traditionalism). The MPQ has been 
shown to conceptually converge with the FFM (as operationalised by the NEO Personality 
Inventory [Costa & McCrae, 1985]), with MPQ negative emotionality strongly positively 
correlated with FFM neuroticism and moderately negatively correlated with FFM 
agreeableness, MPQ positive emotionality strongly positively correlated with high FFM 
extraversion, and MPQ constraint moderately positively correlated with FFM neuroticism 
and moderately negatively correlated with FFM openness (Church, 1994; Gaughan, Miller, 
Pryor, & Lynam, 2009).  
Based on longitudinal data from the Dunedin Multidisciplinary Health and Human 
Development Study (known as the Dunedin Study), Moffitt, Krueger, Caspi, and Fagan 
(2000) investigated whether there are differences in the personality traits that predict partner 
abuse and general crime. The Dunedin Study is a birth cohort study of 1,037 New Zealand 
men and women born in the early 1970s who have been extensively studied for over 40 years, 
and the original cohort constitutes a general population sample representative of the social 
class and ethnic distribution of the general population of the South Island of New Zealand 




(Poulton, Moffitt, & Silva, 2015). Moffitt et al. (2000) collected MPQ personality data 
prospectively at age 18 from over 800 Dunedin birth cohort participants, and then assessed 
the self-reported past-year IPV perpetration (psychological and physical) and general 
criminal behaviour of these participants at age 21. Only negative emotionality was a 
significant predictor of IPV perpetration for both males (β= 0.24,p < .001) and females (β = 
0.21, p < .001). General crime was shown to be prospectively predicted by high negative 
emotionality and low constraint for both men and women. Moffit et al. (2000) reported no 
significant difference between men and women in their findings.  
Also based on the Dunedin study longitudinal data, Robins, Caspi and Moffitt (2002) 
investigated how MPQ personality traits influence romantic relationships, and whether this 
influence is consistent over time and for different relationship partners. Study participants 
completed the MPQ at ages 18 and 26, and participated in an interview about the functioning 
of their intimate relationship at ages 21 and 26, including their use of physical IPV. 
Participants were included in the study if they had been in an exclusive relationship for at 
least one month in the year prior to age 21 and 26 assessments, and 712 participants (384 
women and 328 men) met these criteria. Results showed that individuals high in negative 
emotionality at age 18 tended to report higher levels of IPV perpetration at ages 21 (r(711) = 
.19, p < .01) and 26 (r(711) = .20, p < .01). Given that the time interval between personality 
and IPV assessment was 8 vs. 3 years these similar correlation magnitudes (age 21 and 26) 
suggests stability in the relationship between negative emotionality and IPV perpetration. 
High negative emotionality at age 26 was also associated with higher levels of IPV use at 
both age 21 (r(711) = .24, p < .01) and 26 (r(711) = .28, p < .01), and more strongly than age 
18 negative emotionality. Low constraint at both age 18 and 26 was associated with IPV 
perpetration at age 21, and these had the same magnitude correlation (r(711) = -.13, p < .01). 
Robins et al (2002) also examined whether personality can predict change in IPV 




perpetration, and showed that individuals with high negative emotionality at 18 tended to 
perpetrate increasing levels of IPV through young adulthood. Higher age 18 negative 
emotionality was related to an increase in abuse perpetration from age 21 to 26 (r(711) = .15, 
p < .01), regardless of whether participants had the same (r(214) = .13, p < .05) or a new 
partner (r(496) = .17, p < .05) at age 26. Neither constraint nor positive emotionality at age 
18 were related to changes in abuse perpetration. Finally, Robins et al (2002) also looked at 
the relation between personality change and change in IPV behaviour. An increase in 
negative emotionality from age 18 to 26 was associated with a corresponding increase in IPV 
perpetration from age 21 to 26 (r(711) = .16, p < .01). Changes in positive emotionality or 
constraint from age 18 to 26 were not associated with change in IPV. These researchers 
conducted moderated multiple regression analyses to test whether their findings held for both 
men and women, and did not reveal any gender effect.  
The FFM/MPQ and IPV perpetration studies reviewed here serve as context for 
informing hypotheses about AMPD trait facets that may be associated with IPV perpetration. 
Associations between FFM high neuroticism and MPQ high emotionality and IPV suggests 
that AMPD BPD trait facets within the AMPD domain of negative affectivity (emotional 
lability, anxiousness, separation insecurity, hostility, suspiciousness) will be associated with 
IPV perpetration. 
BPD and IPV Interventions  
The association between traditional BPD and IPV perpetration is clear across a range 
of different empirical studies using various BPD measures. What remains unclear, however, 
is how IPV offenders who have BPD or who are high on BPD traits, respond to current IPV 
treatment approaches. This question is important given the prevalence of IPV among 
individuals with BPD, the lack of empirical support for standard IPV intervention 
programmes, and IPV typology research showing that male IPV perpetrators characterised by 




borderline personality features, affective disturbance, and the perpetration of moderate to 
severe IPV (Holtzworth-Munroe and Stuart’s ‘borderline/dysphoric’ subtype’), are more 
likely to drop-out of IPV treatment programmes and reoffend after treatment compared to 
IPV perpetrators without these characteristics.  
Huss and Ralston (2008) reported that in a Duluth based IPV intervention programme with 
175 male participants, 23.9% of men who identified as borderline/dysphoric (BD) had an IPV 
related conviction in the 24-54 months post-treatment compared to 10.6% of ‘family only’ 
men (Carbajosa et al. (2017) sampled 210 Spanish male IPV offenders who were court-
mandated to attend an IPV intervention programme. When followed up two years after 
treatment no FO men had an IPV offence while 9% of BD men did. For both studies the 
difference between FO and BD subtypes were significant. Huss and Ralston (2008) also 
demonstrated that BD men completed significant less sessions that FO offenders, and were 
less likely to complete the treatment programme (59%) compared to FO men (78%). 
 These studies highlight the importance of recognizing of individual differences among IPV 
offenders, and suggest a possible link between BPD traits and poor IPV intervention 
programme outcomes for males. While BPD symptoms feature prominently in Holtzworth-
Munroe & Stuart’s (1994) borderline/dysphoric construct, they are confounded with 
dimensions of violence severity and generality that could explain the observed subtype 
differences. Given the clear connection between BPD and IPV perpetration it is important to 
specifically examine how IPV offenders with BPD or BPD traits respond to current treatment 
approaches, and whether they are more likely to reoffend after treatment compared to other 
offenders.  
The Current Project 
The goals of this study were twofold. First was to examine the relationship between 
IPV perpetration and BPD using the DSM-5 AMPD dimensional operationalisation of BPD, 




and directly compare these findings to those of traditional BPD. Given that all previous 
research on BPD and IPV perpetration has been conducted using traditional 
operationalisations of BPD it was considered important to bring BPD-IPV perpetration 
research into line with the contemporary empirically based conceptualisation of BPD 
(Hopwood et al., 2018). Further, examining the specific AMPD BPD-relevant trait 
dimensions that influence the association between BPD and IPV perpetration was intended to 
enhance understanding of this relationship, and potentially provide a basis for tailored IPV 
interventions or early intervention for individuals with BPD. The second goal of the current 
study was to explore the relationship between BPD symptomology, IPV intervention 
programme outcomes, and recidivism. Despite the established link between BPD and IPV it 
was unknown how IPV perpetrators with BPD symptomatology fare within the current 
approach to IPV treatment, and whether they are more likely to reoffend after treatment as 
compared to other IPV offenders. 
Study 1 
In this first study, the relation between BPD and IPV perpetration was examined using 
both traditional and the DSM-5 AMPD operationalisations of BPD. The first aim was to 
determine the relative associations of traditional and alternative models of BPD with IPV 
perpetration. As outlined earlier, the association between BPD and IPV perpetration has been 
demonstrated across a number of empirical studies using various BPD measures (Gonzalez et 
al., 2016; Hines, 2008; Mauricio & Lopez, 2009; Weinstein et al., 2012; Whisman & 
Schonbrun, 2009). As such, it was expected that both traditional and AMPD 
operationalisations of BPD would be associated with IPV perpetration in this study. Further, 
considering previous research showing that traditional and AMPD operationalisations of BPD 
are conceptually overlapping constructs (Sellbom, Sansone, et al., 2014), and have similar 
associations with other BPD relevant antisocial behaviours (Anderson et al., 2016), it was 




predicted that AMPD BPD scores would be equally as associated with IPV perpetration 
criteria as traditional BPD scores.  
A second aim of this study was to examine whether BPD is differentially associated 
with physical, psychological and sexual forms of IPV. Nearly all BPD-IPV studies have 
assessed either physical IPV only (Gonzalez et al., 2016), or an aggregate of two or three IPV 
types (Goldenson et al., 2007). Only Hines (2008) examined the association between BPD 
and specific form of IPV, and demonstrated that BPD scores predicted the perpetration of 
psychological, physical, and sexual IPV by both men and women, but physical IPV most 
strongly (there was no significant difference between sexual and psychological IPV). Hines’s 
(2008) study was conducted among 14,152 undergraduate students, and the current study is 
the first to examine associations between BPD and specific forms of IPV in a more diverse, 
community-based sample. Expecting that Hines’s (2008) findings would generalise to this 
sample, it was hypothesised that BPD scores would be associated with psychological, 
physical and sexual forms of IPV, and the strongest association would be observed for 
physical IPV.  
Thirdly, this study also sought to evaluate whether the association between BPD and 
IPV perpetration varied by gender. Only Hines (2008) compared the BPD-IPV association for 
men and women, and demonstrated no gender difference among the undergraduate students 
sampled. The current study was the first to investigate gender difference in the BPD-IPV 
association in a community-based sample. It was hypothesised that Hine’s findings would 
generalise and no gender differences would be observed in regards to BPD and IPV 
associations.  
On the basis of the BPD-IPV literature it is clear that traits of BPD are associated with 
IPV perpetration (Hines & Saudino, 2008; Robin et al., 2002). Hence, Study 1 also aimed to 
examine the relative importance of the individual AMPD personality traits that are proposed 




to indicate a BPD constellation, and two other BPD-relevant traits in the AMPD, in relation 
to IPV perpetration. Given that traditional BPD could theoretically encompass a range of 
symptoms that both support and deter IPV behaviour, this investigation was considered 
important for enhancing understanding of the BPD-IPV association. Associations between 
IPV perpetration and the seven AMPD BPD trait facets: emotional lability, anxiousness, 
separation insecurity, depressivity, hostility, impulsivity and risk taking were examined, as 
well as the additional traits of cognitive and perceptual dysregulation and suspiciousness. 
Research has demonstrated that cognitive and perceptual dysregulation and suspiciousness 
capture the cognitive disturbance symptoms of BPD that are not represented within the 
current AMPD BPD trait profile, and such findings merit their inclusion in this profile (Bach 
& Sellbom, 2016; Sellbom, Sansone, et al., 2014; Watters et al., 2019). The effect of gender 
on the relation between AMPD trait facets and IPV perpetration was also considered, given 
that Dowgwillo et al. (2016) showed differences in the AMPD trait facets associated with 
IPV (victimisation and perpetration) and FFM studies also showing some gender differences 
in traits associated with IPV (Hines & Saudino, 2008; Ulloa et al., 2016).  
On the basis of dimensional personality model research indicating that FFM 
neuroticism (Hines & Saudino, 2008; Ulloa et al., 2016) and high MPQ negative emotionality 
(Moffit et al., 2000; Robins et al., 2002) predict IPV perpetration, it was hypothesized that 
there would be some association between AMPD BPD traits within the domain of negative 
affectivity (emotional lability, anxiousness, separation insecurity, hostility, suspiciousness) 
and the perpetration of IPV. In terms of gender, given that there is no major gender difference 
in the personality trait domains associated with IPV perpetration in community (Hines & 
Saudino, 2008; Ulloa et al., 2016) and longitudinal (Moffit et al., 2000; Robins et al., 2002) 
samples, it was predicted that gender difference in regards to AMPD trait facets and IPV 
perpetration would be minimal. On the whole though, given that no study has examined 




lower-order dimensional personality model traits in relation to the perpetration of IPV 
specifically, this was considered an exploratory study with the aim of identifying the BPD 
relevant trait facets involved in IPV perpetration.  
Method 
Participants.  A sample of 250 participants were recruited using Prolific, a well-
established online crowdsourcing platform for academic research studies. Eligibility criteria 
required that participants were 18 years of age or older, English- speaking, and currently in a 
relationship of at least 4 months duration. Validity questions were dispersed throughout the 
study questionnaire to screen for highly improbable responses (e.g., I enjoy stealing from 
graves; I am a close personal friend of the Prime Minister of Zanzibar) or failed attention 
(e.g., “If you are reading this statement, please respond ‘Very False’.”). Nine participants 
submitted an undesirable response or did not respond or to more than one validity question, 
and these participants were excluded from analysis. Two participants did not answer at least 
75% of questions in the study, and were also excluded from analysis. The final analysis 
included 239 participants.  
Of those included in the final sample 119 were male, 116 were female, three 
identified as male or female transgender, and one did not disclose gender. The mean age was 
30.25 years (SD=9.12) and ranged from 18 to 90 years. With respect to race/ethnicity, 74.1% 
reported White/European descent, 11.3% Latino/a, 9.5% Asian, 2% mixed race/ethnicity, 
1.7% Black/African descent, 0.8% Jewish and the remaining 0.4% were native/indigenous. 
Almost 30% of participants reported that they currently reside in the United States, 23.8% in 
a variety of non-English speaking countries, 20.9% in Canada, 15.1% in the United Kingdom, 
and 17.5% in other English speaking countries. With regard to level of education, 39.7% 
reported having a Bachelor’s degree, 22.6% reported some university, 18.8% had a Master’s 
degree, 13.4% were high school graduates (or obtained high school equivalence), 4.2% had a 




Doctoral degree or equivalent (e.g. PhD, M.D., J.D.), and 0.8% did not graduate high school. 
Relationship demographics were as follows: 61.5% of participants had a serious 
relationship/partner, 35.1% were married, and 3.3% were in a casual relationship.   
Measures.  Descriptive statistics and reliability estimates were calculated for all scale 
scores and are displayed in Appendix A.  
The Revised Conflict Tactics Scales (CTS-2).  The CTS-2 (Straus et al., 1996) (see 
Appendix B) is a revised version of the Conflict Tactics Scales (Straus, 1978). The CTS is the 
most widely used instrument in IPV with at least 400 published articles based on CTS data 
across over 20 countries (Straus et al., 1996). The CTS-2 assesses the use of violence 
(physical, psychological, sexual, injury) and negotiation tactics in response to conflict in 
intimate relationships, and has demonstrated reliability, validity and cross-cultural 
applicability (Jones, Ji, Beck, & Beck, 2002; Lucente, Fals-Stewart, Richards, & Goscha, 
2001; Newton, Connelly, & Landsverk, 2001; Straus, 2004) 
The 12-item physical assault, 8- item psychological aggression, 7-item sexual 
coercion and 6-item physical injury scales of the CTS-2 were used to assess self-reported IPV 
perpetration in the current study. Items were assessed on an 8-point Likert-type scale, with 
participants asked to indicate the frequency of their own physical (i.e. ‘I twisted my partner’s 
arm or hair’), psychological (i.e. ‘I insulted or swore at my partner’), sexual (i.e. ‘I made my 
partner have sex without a condom’), and physically injurious (i.e. ‘My partner had a broken 
bone from a fight with me’)  IPV perpetration in the past year (i.e. 1= once, 2 = twice, 3 = 3-5 
times, 4 = 6-10 times, 5 = 11-20 times, 6 = more than 20 times, 7 = not in the past year, but it 
did happen before, 0 = it has never happened). Prevalence scores (whether or not the 
participant had engaged in one or more of the acts in the scale) were computed for each scale 
for the past year as well as lifetime. Frequency scores were also computed for each IPV type 
by summing the number of items endorsed for each scale. The CTS-2 codes items as either 




‘minor’ or ‘severe’ IPV. Total minor and severe IPV frequency scores were calculated, as 
well as the overall frequency of all IPV. Severity scores were also calculated for each IPV 
scale on the basis of whether participants had perpetrated severe IPV acts of that type. A 
variety score was also calculated for the total number of different IPV behaviours (across all 
IPV types) perpetrated in the past year.  Variety scores have been argued to be more reliable 
that frequency scores for measuring IPV, as perpetrators are thought to be more likely to 
remember whether or not they perpetrated a specific act (i.e. used a weapon, called their 
partner ugly) than how many times it has occurred. In particular this is thought to apply to 
regular perpetrator of IPV, for whom IPV may have lost its salience (Moffitt, Robins, & 
Caspi, 2001). 
The Personality Inventory for DSM-5-Short Form (PID-5-SF).  The PID-5-SF 
(Maples et al., 2015) (see Appendix C) is a 100-item version of the 220-item PID-5 self-
report inventory (Krueger et al., 2012a). The PID-5-SF uses four items to assess each of the 
25 DSM-5 AMPD Criterion B personality trait facets, and item responses are based on a 
Likert-type scale ranging from 0 (very false or often false) to 3 (very true or often true). The 
scale score for each facet is calculated by averaging the scores obtained on the four items 
pertaining to that facet. The PID-5-SF and has demonstrated good overall score reliability and 
structural validity as well as factorial congruence with the PID-5 (Díaz-Batanero, Ramírez-
López, Domínguez-Salas, Fernández-Calderón, & Lozano, 2017; Maples et al., 2015; 
Thimm, Jordan, & Bach, 2016). The PID-5-SF scales for nine personality trait facets were 
used in the current study; the seven proposed AMPD BPD traits (separation insecurity, 
anxiousness, depressivity, emotional lability, hostility, impulsivity, risk-taking), as well as the 
additional traits of cognitive and perceptual dysregulation and suspiciousness.  
Level of Personality Functioning Scale-Brief Form (LPFS–BF).  The LPFS–BF 
(Hutsebaut, Feenstra, & Kamphuis, 2016) (see Appendix D) is a self-report measure that 




assesses the levels of personality functioning scale (LPFS) of the DSM-5 AMPD model. The 
LPFS-BF consists of 12 items with a simple yes–no response format, that are aggregated onto 
four subscales (Identity, Self-Direction, Empathy, and Intimacy) that are grouped into the 
higher domains of Self-functioning and Interpersonal-functioning. The four subscales can be 
summed for a total impairment score, and this score was used in the current study. The LPFS-
BF has demonstrated acceptable to good reliability, promising construct validity and has 
shown utility in capturing personality dysfunction in psychiatric outpatients and incarcerated 
addicts (Bach & Hutsebaut, 2018; Hutsebaut et al., 2016).  
The McLean Screening Instrument for Borderline Personality Disorder (MSI-
BPD).  The MSI-BPD (Zanarini et al., 2003) (see Appendix E) is a commonly used yes/no 
10-item self-report measure that assesses traditional BPD symptomology according to the 
DSM-IV/DSM-5 Section II diagnostic criteria (APA, 1994, 2014). It includes one item for 
each of the first eight BPD criteria, and two items capture the ninth criterion of stress-induced 
paranoia/dissociation. It has demonstrated good diagnostic validity, adequate internal 
consistency, good test and retest reliability, and criterion validity in community samples 
(Gardner & Qualter, 2009; Patel, Sharp, & Fonagy, 2011; Zanarini et al., 2003).  
Structured Clinical Interview for DSM-IV Axis II Disorders – Personality 
Questionnaire (SCID-II-PQ).  The SCID-II-PQ (First, Gibbon, Spitzer et al., 1997) (see 
Appendix F) is a self- report measure that assesses PD according to the DSM-IV/DSM-5 
Section II diagnostic criteria (APA, 1994, 2014), and has demonstrated good reliability, 
internal consistency and adequate diagnostic validity (Maffei et al., 1997; Neal, Fox, Carroll, 
Holden, & Barnes, 1997). Only the 15-item BPD subscale of the SCID-II-PQ was used in the 
current study.  
Procedures.  This research was approved by the University of Otago Human Ethics 
(Health) Committee. Prolific contacted eligible participants who were invited to complete the 




study questionnaire online using Qualtrics software. An information sheet and implied 
consent form were presented prior to the study questionnaires and consent was implied if 
participants elected to continue. All participants were reimbursed for their time using the rate 
recommended for minimum wage in the U.S.A.  
Data Analyses.  All data analyses were conducted using STATA 15.1. A series of 
correlation analyses were initially conducted. Due to the non-normality of CTS-2 scale 
scores, Spearman rank-order correlation coefficients (rho) were estimated rather than 
Pearson’s product-moment correlation coefficients. Given the likelihood of attenuation 
effects due to range restriction, all significant correlations were interpreted as meaningful and 
correlations of medium effect size or larger were considered the most important. Severity 
scores were only included for psychological aggression, as the rates of severe IPV were too 
low for all other forms of IPV for any meaningful analysis. Firstly, associations between both 
traditional categorical and AMPD BPD scores and CTS-2 IPV scale scores were examined. 
As they were highly correlated and had similar correlations with CTS-2 IPV variables, the 
MSI-BPD and SCID-II-PQ scale BPD scores were combined to form aggregate DSM-5 
traditional BPD scores. DSM-5 AMPD BPD scores were calculated by combining LPFS–BF 
total impairment scores with the PID-5-SF scores of the seven formally proposed BPD 
diagnosis facets (separation insecurity, anxiousness, depressivity, emotional lability, hostility, 
impulsivity, risk-taking). Correlation analyses were conducted for the total sample as well as 
males and females separately. Steiger’s (1980) t-tests for dependent correlations were 
calculated to test if traditional and alternative model BPD-IPV correlations were significantly 
different from one another in the total sample. Fisher’s z-tests was calculated to determine if 
differences in correlation magnitudes for men and women were statistically significant. Next, 
correlation analyses were carried out between CTS-2 IPV perpetration criteria and individual 
BPD-relevant AMPD personality trait facets. Again, these were carried out for the total 




sample as well as men and women separately, and Fisher’s z-tests were performed to 
determine if differences in correlation magnitudes for men and women were statistically 
significant. 
Finally, in order to determine the specific BPD personality trait facets that uniquely 
contribute to the prediction of IPV perpetration, regression analyses were conducted with 
CTS-2 variables regressed onto AMPD personality trait facets for the total sample. All trait 
facets that were significantly correlated with the CTS-2 criterion variable were included in 
the regression model to reduce the likelihood of unexpected suppressor effects. A number of 
potential covariates were tested for, including gender, minority status (white/non-white), 
education, and relationship status and length. Only minority status was shown to be related to 
the majority of CTS-2 variables, and as such was included as a covariate in regression 
analyses for the criteria for which it was a significant predictor. Logistic regression models 
were estimated for predicting the binary CTS-2 prevalence variables, and robust regression 
models were used as a first approach for continuous IPV variables, due to substantial non-
normality of these CTS-2 scale scores.  
Robust regression models are designed to limit the effect of outliers (and other 
violations of the assumptions of traditional statistical inference) which can reduce power and 
increase false positive rates (Agostinelli, Basu, Filzmoser, & Mukherjee, 2016; Huber, 1981). 
Such models were estimated for continuous variables given their extreme range restriction. 
An ordinary least squares regression model with robust standard errors was used for the CTS-
2 sexual coercion frequency variable as a robust regression model would not converge, and 
also for the overall IPV variety score, as this variable was not shown to be substantially non-
normal. Odds ratios are reported for logistic regression analyses as effect sizes for individual 
coefficients, and unstandardised regression coefficients are reported for robust regression and 




OLS regression with robust standard errors (for consistency, as robust regression methods do 
not allow for calculation of standardised beta weights).  
Results and Discussion 
Traditional versus AMPD BPD and IPV perpetration.  Spearman rank-order 
correlations between DSM-5 traditional BPD scores and DSM-5 AMPD BPD scores and IPV 
perpetration criteria are displayed in Table 2. As expected, both traditional and AMPD BPD 
scores were significantly correlated with almost all IPV measures, and this was consistent 
with the BPD-IPV literature for traditional BPD (Gonzalez et al., 2016; Hines, 2008; 
Mauricio & Lopez, 2009; Weinstein et al., 2012; Whisman & Schonbrun, 2009). Only the 
overall IPV variability score was not associated with either traditional or AMPD BPD. As  
evident from Table 2, only three correlation magnitudes were larger than .30, and these were 
between traditional BPD and lifetime prevalence of physical IPV, frequency of minor IPV,  
and total IPV frequency. For the total sample, traditional BPD showed stronger correlations 
than AMPD BPD with over half of the IPV perpetration variables. This difference, however, 
was only statistically significant for the three frequency IPV perpetration variables of 
psychological IPV, minor IPV, and overall IPV. Thus the hypothesis that traditional and 
AMPD BPD would be equally associated with IPV was only partially supported. A possible 
explanation for the slight advantage of traditional BPD in these predictions is that it is based 
on behavioural symptoms of the disorder (i.e. patterns of unstable and intense interpersonal 
relationships, difficulty controlling anger, frantic efforts to avoid abandonment), so, as 
compared to the trait based AMPD model, may have more in common with CTS-2 variables 
which obviously measure explicit IPV behaviours. As hypothesized, BPD was individually 
associated with all types of IPV. Both traditional and AMPD BPD scores were significantly  
correlated with almost all measures of  psychological, physical, injury, and sexual 
                                             




Table 2                                            
Overall Correlations between Traditional and AMPD BPD Scores and CTS-2 IPV Variables        
                      




Physical Assault  
  Physical Injury    Sexual Coercion    All IPV  
BPD score  Ever  
Past 
year  Freq. Sev.    Ever  
Past 
year  Freq.   Ever  
Past 
year  Freq.   Ever  
Past 




severe   
Total 
Freq. Var.  
Traditional .16* .17** .28** .24** 
 .35** .28** .27**  .19** .17** .17**  .13* .13* .15*  .31** .22** .31** .11 
AMPD .08 .15* .19** .21** 
 .27** .28* .28**  .13* .16* .16*  .14* .15* .15*  .23** .18** .23** .09 
Steiger's T-test  1.71 0.63 2.2* 0.62  1.97 0.00 -0.29  1.27 0.12 0.09  -0.26 -0.40 -0.05  2.02* 0.76 2.00* 0.15 
Note.  Spearman rank order correlations were calculated. Freq. = frequency, Sev = Severity, Var = variety.                                                                                                                                                                                                                                                                                                 
* p<.05, **p<.01. 
Table 3                                              
Correlations between Traditional and AMPD BPD Scores and CTS-2 IPV Variables for Males and Females Separately                          




Physical Assault  
  Physical Injury    Sexual Coercion    All IPV  
BPD score  Sex Ever  
Past 
year  Freq. Severity    Ever  
Past 
year  Freq.   Ever  
Past 
year  Freq.   Ever  
Past 




severe   
Total 
Freq. Var.  
Traditional Male .24** .27** .36** .36**  .41** .35** .35**  .16 .14 .14  .29** .33** .33**  .41** .32** .41** .37** 
 Female  -.02 -.04 .12 .04  .27** .20* .19*  .21* .18 .18  .05 .06 .10  .19* .08 .20* .04 
 Fisher's z  1.97* 2.51* 1.99* 2.57*  1.19 1.25 1.32  -0.38 -0.26 -0.26  1.86 2.18* 1.89  1.85 1.92 1.80 2.65**                        
AMPD   Male .15 .20* .20* .29**  .31** .32** .32**  .18 .16 .16  .29** .31** .28**  .26** .28** .27** .25**  
Female  -.03 .04 .13 .09  .21* .22* .24*  .09 .16 .16  .05 .06 .09  .18 .08 .18* .03 
 Fisher's z  1.38 1.25 0.57 1.59  0.85 0.81 0.72  0.64 -0.01 -0.05  1.84 1.94 1.53  0.66 1.55 0.65 1.74 
Note. ‘Ever' and 'Past year' are prevalence scores. Freq. = frequency, Sev = severity, Var = variability.                                                                                                                                                                                                                                                                                  
*p<.05, **p<.01.  




IPV, with the single exception of AMPD BPD with lifetime prevalence of psychological IPV. 
Also as predicted, physical IPV was the most strongly associated with BPD, with correlation 
magnitudes of .27-.35, followed by psychological IPV (rs = .16 -.28), then sexual IPV (rs = 
.13 -.15). Thus, overall findings were consistent with Hines (2008), who conducted the only 
previous study to examine BPD and specific IPV types, although in the current study, 
correlations for physical IPV and BPD scores were not substantially greater than those 
observed for other IPV types. Hines (2008), on the other hand, showed that for every one 
point increase in BPD was associated with a 245% increase in physical IPV, compared to 
56% and 52% for sexual and psychological IPV respectively. Table 2 also shows that IPV 
causing injury had a weaker association with BPD than physical IPV (rs = .17 -.19), and this 
finding may indicate that in the context of intimate relationships BPD sufferers tend to 
perpetrate minor acts of physical violence. Finally, the hypothesis that there would be no 
difference between traditional and AMPD BPD in relation to IPV types was generally 
supported. The single exception (in terms of a specific IPV type) was frequency of 
psychological IPV, which had a significantly stronger correlation with traditional BPD 
compared to AMPD.  
Table 3 reports correlations between DSM-5 Section II traditional BPD scores and 
Section III AMPD BPD scores and IPV perpetration criteria for men and women separately. 
As evident from this table, male BPD scores were significantly correlated with considerably 
more IPV variables than female scores, and just under half of these were medium effect sizes. 
Fisher’s z-tests however revealed that there were only significant gender differences for past 
year sexual coercion, IPV variety, and psychological aggression criteria, and these 
differences only emerged for traditional BPD scores. Given that some quite substantial 
differences between men and women’s BPD-IPV correlations (i.e. sexual coercion ever, 
sexual coercion frequency and total IPV frequency) were not shown to be statistically 




significant, it was considered likely that our study lacked the statistical power necessary for 
detecting gender differences at meaningful magnitudes. In any case, contrary to Hines (2008), 
the prediction that there would be no effect of gender on the BPD-IPV association was not 
supported.   
AMPD personality trait facets and IPV perpetration.  Correlations were conducted 
to evaluate the extent to which the seven DSM-5 Section III AMPD BPD trait facets, and the 
additional traits of cognitive and perceptual dysregulation and suspiciousness were associated 
with CTS-2 IPV measures. These are reported in Table 4 for the overall sample, as well as 
men and women separately. As can be seen, all nine AMPD trait facets were significantly 
correlated with at least one of the IPV variables. For the overall sample there are only a small 
number of medium effect sizes, and most of these are for the AMPD trait facet of hostility, 
which was significantly correlated with nearly all IPV criteria and showed the largest 
correlation magnitudes. AMPD anxiousness, on the other hand, was significantly correlated 
with the fewest IPV criteria. Aside from hostility; suspiciousness, impulsivity, and risk taking 
were the AMPD traits most strongly and broadly associated with IPV in the total sample, and 
these traits demonstrated significant correlations with all of the overall IPV variables and 
most specific IPV type variables.  
With respect to gender, the expectation that there would be no major difference in the AMPD 
traits associated with IPV perpetration was not supported. Table 4 shows a number of 
significant gender differences, and in all cases the larger correlation magnitude is for men. 
Indeed the majority of the medium sized correlations that can be observed in Table 4 are for 
men, and mostly for trait facets of suspiciousness, risk-taking, and emotional lability. Risk-
taking and suspiciousness were significantly correlated with sexual IPV perpetration for both 
genders, but emotional lability, anxiousness, separation insecurity, depressivity and 
impulsivity were additional significant correlates only for men. In fact emotional lability and 





Table 4                                               
Correlations between PID-5 Trait Facets and CTS-2 IPV Scores for Males and Females Separately                               
PID-5 trait facets   
Psychological aggression   Physical assault    Sexual coercion    Injury    All IPV   
Sex  Ever  
Past 
year  Sev. Freq.   Ever  
Past 
year  Freq.   Ever  
Past 
year  Freq.   Ever  
Past 
year  Freq.   Minor Sev. Freq. Var.  
Emotional lability  Overall 0.05 0.12 .20** .22**  .27** .23** .23**  .13* 0.12 .18**  .13* .18** .13*  .26** .25** .20** .06 
 Male  0.13 .12* .29** .22*  .27** .27** .28**  .34** .36** .18*  0.16 .18* .35**  .34** .31** .35** .35** 
 Female -0.11 -0.03 0.03 0.11  0.17 0.14 0.15  0.04 0.05 0.07  0.14 0.14 0.14  0.16 0.04 0.16 .03 
Fisher's z-test 1.79 1.74 2.01* 0.84  0.80 1.04 0.99  2.3* 2.46* 0.89  0.15 0.37 1.73  1.42 2.05 1.56 2.57*                        
Anxiousness Overall .05 .10 .14* .13*  .13* .12 .11  .04 .02 .11  .11 .11 .02  .11 .11 .11 -.06 
 Male  .09 .14 .21* .15  .23* .23* .23*  .23* .23* .16  .15 .16 .20*  .18* .24** .19* .14 
 Female -.07 -.02 .00 .05  -.02 -.03 -.04  -.06 -.05 -.04  .02 .01 .02  .02 -.04 .02 -.06 
Fisher's z-test 1.17 1.24 1.63 0.77  1.91 1.99* 2*  2.18* 2.14* 1.53  0.98 1.10 1.40  1.26 2.08* 1.33 1.49                        
Separation 
Insecurity  Overall .04 .12 .15* .12  .20** .20** .21**  .22** .24** .10  .11 .10 .22**  .20** .20** .20** .09 
Male  .06 .11 .17 .06  .24** .24** .25**  .33** .39** .03  .07 .03 .36**  .20* .23* .21* .14 
 Female -.05 .06 .07 .12  .12 .13 .14  .14 .16 .16  .13 .14 .13  .15 .03 .15 .12 
Fisher's z-test -0.21 0.15 0.33 -0.22  0.39 0.39 0.40  0.69 0.83 -0.05  -0.20 -0.37 0.82  0.18 0.66 0.24 0.21                        
Depressivity Overall -.01 .08 .12 .12  .11 .12 .13  .09 .10 .20**  .17** .20** .10  .15* .11 .16* .06 
 Male  .05 .12 .15 .11  .05 .03 .03  .24 .27** .14  .15 .13 .27**  .22* .16 .23* .14 
 Female -.12 .02 .07 .10  .16 .20* .21*  -.04 -.01 -.01  .19* .25** .25**  .07 .05 .09 .06 
Fisher's z-test 1.25 0.74 0.63 0.09  -0.90 -1.31 -1.35  1.19 2.2* 1.11  -0.24 -0.91 0.09  1.16 0.84 1.11 0.61                        
Hostility Overall .19** .23** .30** .38**  .35** .32** .32**  .10 .13* .24**  .26** .24** .14*  .39** .25** .39** .18** 
 Male  .19* .20* .30** .34**  .30** .25** .24**  .20* .24** .11  .19* .11 .22*  .34** .29** .35** .25** 
 Female .12 .19* .23* .36**  .38** .37** .36**  .02 .03 .04  .12 .19* .33**  .38** .18 .38** .13 
Fisher's z-test 0.56 0.10 0.59 -0.16  -0.75 -1.04 -0.94  1.36 1.65 0.51  0.54 -0.62 -0.93  0.11 0.87 -0.29 0.80                        
Impulsivity Overall .07 .12 .20** .20**  .22** .24** .24**  .18** .19** .18**  .14* .18** .20**  .26** .20** .26** .22** 
 Male  .12 .21* .34** .22*  .16 .25** .26**  .23* .24** .15  .07 .15 .23*  .26** .36** .28** .34** 
 Female .02 .05 .09 .20*  .27** .24* .22*  .12 .14 .16  .19* .21* .21*  .26** .09 .26** .15 
Fisher's z-test 0.70 1.19 1.95 0.17  -0.84 0.14 0.31  0.80 0.77 -0.06  -0.97 -0.49 0.19  -0.02 2.18* 0.23 1.58 




Table 4 continued                                            
PID-5 trait facets   
Psychological aggression   Physical assault    Sexual coercion    Injury    All IPV   
Sex  Ever  
Past 
year  Sev. Freq.   Ever  
Past 
year  Freq.   Ever  
Past 
year  Freq.   Ever  
Past 
year  Freq.   
Mino
r Sev. Freq. Var.  
Risk Taking Overall .09 .08 .17** .10  .26** .22 .21**  .30** .27** .18**  .20** .18** .28**  .18** .22** .19** .24** 
 Male  .12 .12 .28** .14  .31** .34** .35**  .36** .35** .15  .15 .15 .33**  .23* .41** .25** .26** 
 Female .07 .08 .13 .10  .31** .18 .15  .20* .17 .19*  .26** .24** .23*  .17 .11 .18* .30* 
Fisher's z-test 0.37 0.04 0.16 0.04  -0.01 0.22 1.59  1.33 1.53 -0.27  -0.92 -0.69 0.83  0.67 2.45* 0.53 0.21                        
Suspiciousness Overall .06 .13* .23** .17**  .29** .25 .25**  .27** .29 .20**  .22** .20** .30**  .29** .27** .30** .17** 
 Male  .15 .25** .35** .31**  .30** .28** .29**  .36** .38** .22*  .26** .22* .39**  .42** .36** .43** .32** 
 Female -.04 -.02 .13 .04  .30** .23* .24*  .19* .22* .23*  .21* .20* .20*  .15 .19* .17 .08 
Fisher's z-test 1.45 2.04* 1.81 2.12*  0.05 0.40 0.46  1.39 1.37 -0.07  0.47 0.19 1.54  2.18* 1.40 2.18* 1.95                        
Perceptual 
Dysregulation 
Overall -.07 .00 .10 .09  .18** .14* .14*  .18** .17** .11  .09 .11 .18**  .15* .17** .17* .16* 
Male -.01 .10 .22* .17  .05 .13 .13  .25** .28** .18  .09 .18* .27**  .23* .34** .26** .26** 
 Female -.15 -.12 -.01 .00  .28** .15 .15  .17 .14 .17  .07 .07 .07  .09 .03 .10 .18 
Fisher's z-test 1.05 1..66 1.77 1.31  -1.73 -0.18 -0.17  0.60 1.05 0.12  0.15 0.89 1.62  1.03 2.47* 1.24 0.60 
Note. Correlations of medium effect size (r >.30) are bolded. Freq. = frequency, Sev = severity, Var = variety.                                                                                                                                                                                                                              
*p<.05, **p<.01.  




separation insecurity were just as strongly correlated with sexual IPV prevalence (lifetime or 
past year) as risk-taking and suspiciousness for men, with effect sizes between .35-.39. In 
terms of physical IPV, the only significant gender difference was for the anxiousness trait 
facet, which was a significant correlate for men only. For psychological IPV, emotional 
lability and suspiciousness were significant correlates for men only, and there were no other 
gender differences. No significant gender differences were observed for IPV causing injury. 
With respect to aggregate IPV scores, the perpetration of a greater variety of IPV was 
associated with emotional lability for men only, and anxiousness was associated with more 
frequent severe IPV perpetration for men only. Taken together, these findings suggest that 
aside from hostility, which is associated with IPV by both men and women (but not sexual 
IPV for women), an association between negative affectivity traits and IPV perpetration may 
only exist for men. This finding will be discussed further in the general discussion. Once 
again, given that a number of substantial correlation differences were not shown to be 
significantly different, it was thought likely that this study lacked the statistical power to 
detect all gender differences.  
Finally, multiple regression analyses were conducted to examine the unique 
contributions of the nine AMPD personality trait facets in predicting CTS-2 IPV variables for  
the total sample. As presented in Table 5, multiple logistic regression analyses were 
conducted in which each binary IPV prevalence variable was regressed onto traits that were 
significantly correlated with that variable at the bivariate level. Minority status was included 
in the equation as a covariate. All regression models for IPV prevalence criteria were shown 
to be statistically significant based on the chi square statistic, with the exception of severe 
psychological aggression, X2 = ( 7, N = 239 ) = 15.21, p = 0.06. Table 5 reports the individual 
coefficients (odds ratios) for predictors entered into the statistically significant models. As 
can be seen, hostility was significantly associated with greater odds of having inflicted all  










Table 5            
            
Logistic Regression Analyses for PID-5 Trait Facets and CTS-2 Prevalence Scores in the Total Sample  
            
  
Psychological 
aggression   Physical assault    Sexual coercion  Injury  
PID-5 trait facets   Ever  Past year    Ever  Past year    Ever  Past year    Ever  Past year  
Minority status      2.73*  2.56** 3.02**   3.87* 
Emotional lability     2.15 1.17  .522*   0.94 0.99 
Anxiousness    0.51        
Separation insecurity     1.19 1.20  2.09* 1.81    
Depressivity          1.08 1.63 
Hostility 2.12* 2.19**  3.34*** 2.46**   0.75  3.11* 2.98* 
Impulsivity    0.87 1.04  0.88 0.95  0.76 1.09 
Risk taking    2.44** 2.39*  3.15* 2.76**  2.58* 2.51 
Suspiciousness    2.20*   2.21* 2.23*  2.16 1.43 
Perceptual dysregulation    1.06   0.90 0.59    
 X2 8.78 13.13  58.92 40.94  51.59 47.39  29.04 26.66 
p 0.01 < .001   < .001 < .001   < .001 < .001   < .001 < .001 
Note. Odds ratios are reported for these analyses.                                                                                                                                                             
* p <.05, **p<.01, ***p<.001. 




types of IPV within the past year, except for sexual IPV. Hostility was the only unique 
predictor of psychological aggression (past year and lifetime), whereas physical IPV (past 
year and lifetime) and IPV causing injury (ever) were also uniquely predicted by risk-taking,  
and suspiciousness was an additional predictor of physical IPV ever. In terms of sexual IPV, 
both past year and ever prevalence were shown to be uniquely predicted by risk taking and 
suspiciousness, and ever prevalence was also predicted by higher levels of separation 
insecurity and lower levels of emotional lability.   
Table 6 reports robust regression analyses in which each continuous CTS-2 IPV 
variable was regressed onto traits that were significantly correlated with that variable, and 
again, minority status was included as a covariate. Regression models for frequency of  
physical IPV, F(8, 230) = 1.56, p < .001, injury IPV, F(7, 230) = 1.24, p = .28, and severe 
IPV, F(7, 231) = 1.54, p = .15 were tested, but were not shown to be significant overall.  
Unstandardised regression coefficients are reported for all significant models. Table 6 
shows that of the nine AMPD traits hostility was the most prominent predictor of IPV 
frequency, and predicted psychological, minor, and overall IPV frequency. In terms of 
psychological IPV, this finding is in line with Armenti and Babcock (2018), who showed that  
trait anger (a comparable construct to hostility) fully mediated the relation between BPD and 
psychological IPV frequency. In accordance with prevalence results, risk taking and 
suspiciousness were shown to be unique predictors of sexual IPV. Finally, risk taking was the 
only trait that predicted the variety of IPV behaviours perpetrated in the past year, and indeed 
it makes conceptual sense that individuals with a higher propensity to take risks utilise a 
wider range of violence tactics. As indicated by previous IPV research using well-established 
dimensional models of “normal” personality model (Hines & Saudino, 2008; Moffit et al., 
2000; Robins et al., 2002; Ulloa et al., 2016), the results of this study supported the 
hypothesis that traits within the domain of negative affectivity would be associated with IPV  











Table 6        
        




  Past year IPV perpetration   












Minority status     4.05* 6.67*** 8.62*** 1.51** 
Emotional lability  0.37 -1.81 0.80 -0.01 -0.56 
Anxiousness -0.76     
Separation Insecurity   1.10 -1.00 -0.56  
Depressivity   -2.73 -2.65  
Hostility 3.43** -0.64 5.56** 6.26**  
Impulsivity 0.80 0.65 2.17 2.13 0.66 
Risk Taking  3.70* 2.34 2.85 1.20** 
Suspiciousness -0.03 3.67* 2.10 1.84 0.62 
Perceptual dysregulation  -0.37 -1.07 0.20 0.20 
R2  b 0.04 0.13 0.11 0.13 0.16 
F  5.57 2.90 7.09 8.73 6.96 
p  < .001 < .001 < .001 < .001 < .001 
Note. Unstandardised regression co-efficients are reported for these analyses. Freq = 
frequency.                                                                                                                                                                                                                                                                                                            
a OLS regression with robust variance estimator was used instead of robust regression.                            
b  Psuedo R2 is reported for robust regression models.                                                                                                                                                                                                                                                                                       
* p <.05, **p<.01, ***p<.001. 
 




perpetration, and indicated some possible effects of gender and IPV type on these 
associations. Overall, the negative affectivity trait of hostility was shown to be the most 
influential AMPD BPD trait in relation to all non-sexual forms of IPV. AMPD trait and IPV 
criteria correlations suggested that other negative affectivity traits such as emotional lability 
and anxiousness, may be related to sexual IPV, but only in men. In general though, risk 
taking and suspiciousness were shown to be the most important predictors of sexual IPV.   
Broadly speaking, AMPD hostility, risk-taking and suspiciousness were the strongest 
predictors of IPV in this study. AMPD hostility is defined as “persistent or frequent angry 
feelings; anger or irritability in response to minor slights or insults” (APA, 2013, p. 767). It  
makes intuitive sense, and is empirically supported, that having a general predisposition to 
experience anger or to respond to distressing situations with anger increases an individual’s 
susceptibility to perpetrate violence in a relationship (Taft et al., 2006). AMPD 
suspiciousness is defined as “expectations of- and heightened sensitivity to- signs of 
interpersonal ill-intent or harm; doubts about loyalty and fidelity of other; feelings of 
persecution” (APA, 2013, p. 769). Suspicious individuals may try to exert control over their 
partners using IPV tactics, and could also be more prone to negatively misinterpret cues or 
situations in a way that triggers conflict and increases the risk of violence. AMPD risk-taking 
is “engagement in dangerous, risky, and potentially self-damaging activities, unnecessarily 
and without regard to consequences; lack of concern for one’s limitations and denial of the 
reality of personal danger” (APA, 2013, p. 769). Again, it makes intuitive sense that high 
risk-taking is a good predictor of IPV, and the link between risk-taking and general criminal 
behaviour is well established (Chan & Rigakos, 2002; Wilson & Daly, 1985). 
Finally, there was little congruence between the results of this study those of 
Dowgwillo et al. (2016), who conducted the only previous study examining AMPD trait 
facets in relation to IPV. Dowgwillo et al. (2016) reported that the scales for the perpetration 




and being a victim of Psychological Aggression, Physical Assault, Sexual Coercion and 
Injury loaded onto a single ‘relationship violence’ factor, and regressed this factor onto PID-5 
trait facets for men and women separately. These authors showed that the strongest predictor 
of relationship violence frequency for men was high depressivity, whereas callousness was 
the strongest predictor for women. In contrast, correlation analyses in the current study 
showed similar correlations between depressivity and hostility (most similar to callousness) 
and CTS-2 scales for men and women, and depressivity was actually the AMPD traits with 
the fewest significant IPV correlations for men. Most likely these differences are impacted by 
the fact that the current study measured only the perpetration of IPV, whereas Dowgwillo et 
al. (2016) assessed IPV perpetration and victimization as a single combined factor.  
In summary, Study 1 aimed to examine the association between BPD and IPV 
perpetration, comparing traditional and AMPD dimensional BPD operationalisations. 
Traditional BPD and overall AMPD BPD scores (impairment and trait dimensions) were 
similarly associated with IPV variables, although traditional BPD demonstrated an advantage 
in regards to psychological IPV frequency, minor IPV frequency and total IPV frequency. 
Consistent with prior research (Hines, 2008), BPD was meaningfully associated with all IPV 
types. Contrary to Hines (2008) however, gender differences were observed, with traditional 
BPD more strongly associated with psychological IPV, past year sexual IPV, and variety of 
IPV tactics for men. Study 1 also examined the relative importance of the individual AMPD 
personality traits that are proposed to indicate a BPD constellation, as well as the additional 
traits of cognitive and perceptual dysregulation and suspiciousness in relation to IPV 
perpetration. On the basis of dimensional personality model research (Hines & Saudino, 
2008; Moffit et al., 2000; Robins et al., 2002; Ulloa et al., 2016) it was hypothesized that trait 
facets within the AMPD domain of negative affectivity would be meaningfully associated 
with the perpetration of IPV. Findings supported this hypothesis, demonstrating that in the 




total sample hostility (from the negative affectivity domain) was the most influential AMPD 
BPD trait in relation to psychological and physical IPV, whereas risk taking and 
suspiciousness (disinhibition and negative affectivity domains, respectively) were the most 
important predictors of sexual IPV. Other negative affectivity trait facets (emotional lability, 
anxiousness and separation insecurity) were shown to be associated with IPV by men only. 
Study 2 
 Despite the established link between BPD and IPV (Gonzalez et al., 2016; Hines, 
2008; Mauricio & Lopez, 2009; Weinstein et al., 2012; Whisman & Schonbrun, 2009), it 
remains unknown how IPV perpetrators with BPD symptomatology fare within the current 
approaches to IPV treatment. Therefore, the first aim of this second study was to examine the 
relationship between traditional BPD scores and programme participation, completion, and 
post-treatment recidivism, among a large sample of men enrolled in an IPV intervention 
programme. On the basis of IPV typology literature, which demonstrates that IPV offenders 
characterised by borderline personality features, affective disturbance, and the perpetration of 
moderate to severe IPV (i.e. the ‘borderline/dysphoric’ subtype) are more likely to drop out 
of IPV treatment and to reoffend than offenders without these characteristics (Carbajosa et 
al., 2017; Huss & Ralston, 2008), it was expected that there would be a relationship between 
traditional BPD scores and poorer treatment participation, lower rates of treatment 
completion, and higher rates of post treatment recidivism.  
An additional goal was to examine the association between BPD and various IPV 
variables (including treatment outcomes and recidivism) using the AMPD trait dimensional 
perspective, and compare this to traditional BPD. In this study, AMPD trait dimensions were 
operationalised by the Personality Psychopathology Five (Harkness, McNulty, & Ben-Porath, 
1995) scales, which characterises maladaptive personality traits according to the five broad 
dimensions of Negative Emotionality/Neuroticism (NEGE), Introversion/Low Positive 




Emotionality (INTR), Aggressiveness (AGGR), Disconstraint (DISC), and Psychoticism 
(PSYC). These scales, and the model they operationalise (Harkness & McNulty, 1994), are 
conceptual cognates of the five AMPD trait domains (Harkness, Finn, McNulty, & Shields, 
2012). Indeed, the PSY-5 domains align conceptually and empirically with DSM-5 AMPD 
domains (Anderson et al., 2015; Anderson et al., 2013), and have shown meaningful 
associations with traditional PDs (Sellbom, Smid, et al., 2014; Trull, Useda, Costa, & 
McCrae, 1995; Wygant, Sellbom, Graham, & Schenk, 2006) in a manner similar to other 
AMPD measures, as well as with other well-validated dimensional models of personality (see 
Harkness et al., 2012, for a review). Specifically, the PSY-5 domains of NEGE, DISC and 
PSYC were used operationalise AMPD BPD-relevant dimensions in this study. These 
domains correspond directly to the DSM-5 domains of negative affectivity, disinhibition, and 
psychoticism (Anderson et al., 2015; Anderson et al., 2013), which characterise BPD in the 
AMPD both conceptually (APA, 2013) and empirically (see Watters et al., 2019, for a meta-
analysis), and show meaningful and significant associations with traditional BPD (Sellbom, 
Smid, et al., 2014). 
Given the clear relation between traditional BPD and IPV (Armenti & Babcock, 2018; 
Gonzalez et al., 2016), including the results reported in Study 1, it was expected that there 
would be an association between traditional BPD and IPV perpetration in this study. As the 
AMPD BPD trait operationalisation has demonstrated similar utility to traditional BPD for 
predicting BPD-relevant antisocial behaviours (Anderson et al., 2016), it was expected that 
PSY-5 domains would demonstrate broadly equivalent associations with IPV variables as 
traditional BPD. On the basis of dimensional personality model research indicating that FFM 
neuroticism (Hines & Saudino, 2008; Ulloa et al., 2016) and high MPQ negative emotionality 
(Moffit et al., 2000; Robins et al., 2002) predict IPV perpetration, it was hypothesised that 
there would at least be an association between PSY-5 NEGE and the perpetration of IPV. 




Given characteristic features of borderline personality, such as unstable and intense 
interpersonal relationships, difficulty controlling anger, and impulsivity, it was hypothesised 
that externalisation of blame and lower confidence in violence inhibition would be associated 
with traditional BPD. Of the PSY-5 domains, it was considered that externalisation of blame 
would be associated with NEGE-r, and lower confidence in violence inhibition would be 
related to DISC.  
Method  
Study Setting.  This study was conducted using archival data from an IPV 
intervention programme in Northeastern Ohio, USA. Participants were male domestic 
violence offenders who were court-mandated to undergo treatment as part of their sentence 
between September 1997 and August 1998. Offenders were sentenced to jail for at least 6 
months. That sentence was suspended if they successfully completed the programme and 
those who failed to complete had their jail term reinstated. The intervention programme 
utilised both a ‘Duluth model’ and cognitive behavioral approach, and sessions were co-
facilitated by two licensed counselors or social workers. The programme consisted of 24 one-
hour sessions, and offenders were randomly assigned to a programme of varying lengths (6, 
12 or 24 weeks). Although the programme duration varied the material covered remained the 
same. Each programme group was assigned a register of participants, and while men could 
drop out or be dismissed from the group, new participants could not be added once that 
programme had started. Participants were considered to have completed the treatment 
successfully if they attended all sessions, adhered to programme rules, and passed a final 
exam on the programme content. This sample has previously been used to examine the 
predictive validity of MMPI-2 Restructured Clinical scales (Sellbom, Ben-Porath, Baum, 
Erez, & Gregory, 2008) as well as the relationship between psychopathy and treatment 




success (Rock, Sellbom, Ben-Porath, & Salekin, 2013). The research questions and 
associated results presented here are completely novel to this study.  
Participants.  Participants were 596 men who were assigned to the IPV intervention 
programme. Participants with invalid (Cannot Say > 30, VRIN & TRIN T > 80, F (raw) > 30, 
FP T >100, and L T > 80) MMPI–2 protocols were excluded from the study. The final sample 
consisted of 531 men with an average age of 33.62 years (SD= 8.73), and ranging from 18 to 
98 years. With respect to race/ethnicity, 54.5% were African American, 38% White, 6.3% 
Hispanic, and the remaining 1.2% were of other or mixed ethnicity. Most participants had 
never married (46.1%), were married (25.2%), were separated (15.2%) or divorced (13%). In 
terms of current living situation, 35.6% were currently living with their spouse or partner, 
13.9% alone, and the rest were living with family, friends or others. Most participants 
(82.5%) had children. Participants had an average of 11.58 (SD= 1.92) years of education, 
and over half (66.5%) were currently employed. Although the programme purported to only 
select individuals convicted on their first domestic violence offence, such selection did not 
necessarily mean that this was the first act of violence committed by the offender. Many 
(48.4%) had prior misdemeanour charges (i.e. public intoxication, disorderly conduct) that 
are often the result of a plea bargain down from a domestic violence charge in cases that lack 
sufficient evidence to support a domestic violence conviction.  
Measures.  Descriptive statistics and reliability estimates were calculated for all scale 
scores and are displayed in Appendix G. The MMPI-2-RF measures used to assess BPD and 
personality trait dimensions in this study are not appended due to copyright restrictions, or 
because they were unavailable in a suitable format.  
The Minnesota Multiphasic Personality Inventory-2-Restructured Form (MMPI-2-
RF) BPD Spectra scale.  The MMPI-2-RF BPD spectra scale was used to assess traditional 
BPD in this study; this scale is one of a set of 10 personality disorder spectra scales 




developed by Sellbom, Waugh, and Hopwood (2018) for the dimensional assessment of 
traditional PD constructs using the MMPI-2-RF (Ben-Porath & Tellegen, 2008; Tellegen & 
Ben-Porath, 2011). This multiscale inventory is a widely used self-report inventory designed 
to assess personality and psychopathology features, and is the most recent iteration of the 
MMPI (Hathaway & McKinley, 1943). The MMPI-2-RF is comprised of 338 of the original 
576 MMPI-2 true/false items, and was designed to cover a more clinically relevant range of 
psychopathology and maladaptive personality constructs in a more efficient manner than the 
longer MMPI-2 (Ben Porath, 2012; Sellbom, 2019). The MMPI-2-RF can be scored using 
data from the MMPI-2 (Tarescavage, Alosco, Ben-Porath, Wood, & Luna-Jones, 2014), and 
this latter version was administered to all participants upon intake to the programme. The 
BPD spectra scale has shown very good internal consistency reliability and promising 
construct validity, including very large correlations (rs > .70) with other well-validated 
measures of BPD (Brown & Sellbom, 2019; Sellbom et al., 2018). 
MMPI-2-RF Personality Psychopathology Five Scales (PSY-5-RF).  The PSY-5-
RF scales (Harkness & McNulty, 2007) operationalise the PSY-5 constructs developed by 
Harkness and McNulty (1994), and are revised versions of the MMPI-2 PSY-5 scales 
(Harkness et al., 1995). More specifically, Negative Emotionality/Neuroticism (NEGE-r), 
Disconstraint (DISC-r), and Psychoticism (PSYC-r) were used to assess trait dimensions of 
BPD in this study. Both the MMPI-2 and MMPI-2-RF PSY–5 scales have demonstrated 
criterion validity, and appropriate convergence with other five factor personality trait models 
(Harkness et al., 2012). MMPI-2-RF PSY-5 scoring was used in order to remain consistent 
with using the same version of the inventory used to score the traditional BPD scale. 
Control tactics.  During an intake interview, participants were asked to respond to 
seven statements concerning controlling behavior towards an intimate partner in the last six 
months. Participants responded on a scale from 1 (never) to 4 (usually). Example statements 




were “has threatened to take money from partner”, “has restricted partners’ use of phone or 
car” and “has told partner that they couldn’t leave or spend time with certain people”. Item 
scores were summed to calculate a total control tactics score, and higher scores reflect higher 
rates of controlling behavior in the past 6 months.  
Emotional abuse.  During the intake interview participants were asked to respond to 
five statements about their emotionally abusive behavior towards an intimate partner in the 
last six months. Participants responded on a scale from 1 (never) to 4 (usually). Statements 
were “has insulted or shamed partner in front of others”, “has called partner names or sworn 
at them”, “has yelled and screamed at partners”, “has done or said something to spite 
partner”, and “has said partner was acting crazy or irrationally”. The five item scores were 
summed to calculate a total emotional abuse score, and higher scores reflect higher rates of 
emotional abuse in the past six months.  
Physical abuse.  Also, during the intake interview, participants were asked nine 
questions about physical abuse that they had perpetrated against an intimate partner in the last 
six months. Participants responded on a scale from 1 (never) to 4 (usually). Example 
questions were “had slapped partner” and “threatened with a weapon”. The nine item scores 
were summed to calculate a total physical abuse score, and higher scores reflect higher rates 
of physical abuse in the past six months. 
Blame externalisation score.  Participants were asked to rate 33 statements that 
assessed their propensity to externalise blame in relation to IPV. Participants rated the 
statements from 1 (strongly agree) to 7 (strongly disagree).  Example statements included 
“episodes of a man beating wife are the wife’s fault”, “wives try to get beaten by their 
husbands in order to get sympathy from others”, and “it would do some wives good to be 
beaten by their husbands”. Higher scores reflect greater blame externalisation.   




Violence inhibition confidence score.  This variable was measured via informant 
report. An individual close to the participant (in most cases spouse/partner) was asked to rate 
13 statements about how confident they felt that the participant would be able to inhibit 
violence across a range of situations involving an intimate partner. Informants rated the 
statements from 1 (not confident that he would not use violence) to 5 (confident that he 
would not use violence). Example situation included “If she nags or complains a lot”, “if she 
spends too much money”, and “if client had been drinking and feeling angry”. Higher scores 
reflect greater confidence in the participant’s ability to inhibit violence.  
Treatment outcomes.  
Overall participation rating.  After each session, the programme facilitators rated 
each individual’s participation on a scale from 1 (‘disruptive’) to 4 (‘good’). For participants 
(N=406) who attended at least 20% of sessions, the average of this score was calculated to 
reflect an ‘overall participation rating’.  
Overall participation variability.  To assess the extent to which engagement 
fluctuated across the course of the IPV programme for individual participants, the variance of 
session participation ratings were calculated. To ensure scores were meaningful, participation 
variability scores were only calculated for participants that attended at least 20% of 
programme sessions.  
Programme dismissal.  Participants were dismissed from the programme for reasons 
including missing more than 2 treatment sessions, failure to complete homework, being 
arrested, failure to submit a urine sample for random drug testing, engaging in substance 
abuse, and failing the final exam that covered the programme content. Of the participants for 
whom treatment information was available, 36.7% were dismissed from the IPV intervention 
programme.  




Recidivism data.  Follow up data were attempted for each individual one year after 
the completion of the programme. These data were gathered from participants’ probation 
files, as well as through a search of local police records for information about later reports of 
arrests, charges, convictions and violence. Four measures of recidivism were examined in the 
current study:           
   New arrest.  This variable measured arrest for any offence during the one year 
follow up period. For participants for whom follow-up information was available, 169 
(31.8%) were arrested during this period.   
IPV recidivism.  This variable measured any further involvement with the legal 
system in relation to IPV in the one year follow up period. IPV recidivism occurred if 
participants had a new police department IPV complaint, a new domestic violence conviction, 
a complaint of DV by the offender’s victim or a new victim, or violated a no-contact order. 
IPV recidivism occurred for 85 (31.7%) participants for whom follow up information was 
available in the follow up period. 
Any recidivism.  This variable measured any recidivism in the one year follow up 
period and was calculated by adding IPV recidivism and new arrest scores. Of participants 
for whom follow up information was available, 216 (40.7%) re-offended.  
Procedures.  Participants were scheduled for an intake appointment after being 
referred to the programme. A licensed social worker administered a structured interview that 
gathered a range of background and demographic information. This information was entered 
into a research database. Participants were also administered the MMPI-2 by a trained 
research assistant at this intake appointment. Participant’s MMPI-2 data were not reviewed 
by treatment staff and were not used to make any decisions regarding the participants. 
Treatment staff collected recidivism data one year after the completion of the IPV 
intervention programme.  




Data Analyses.  All data analyses were conducted using STATA 15.1. Correlation 
analyses were conducted to examine associations between MMPI-2-RF BPD and the three 
MMPI-2-RF PSY-5 domain scales and all IPV variables (including IPV intervention 
outcomes and recidivism). To account for the non-normality of IPV scores, Spearman rank 
order correlation coefficients (rho) were estimated rather than Pearson’s product-moment 
correlation coefficients. Next, regression models were estimated to examine the degree to 
which traditional BPD and the three BPD relevant PSY-5 domains were uniquely associated 
with IPV variables. A range of potential covariates were tested for, including treatment length 
(6 weeks, 12 weeks, and 24 weeks) and minority status. The only significant association was 
between treatment length and programme dismissal. Treatment length was tested as a 
covariate in regression models for treatment dismissal, but was not shown to alter or uniquely 
augment associations between treatment dismissal and BPD variables. Using ordinary least 
square squares regression models with robust standard errors, continuous IPV variables were 
regressed onto MMPI-2-RF BPD and the three MMPI-2 PSY-5-RF domains (NEGE-r, 
DISC-r and PSYC-r) in separate models. Standardised regression coefficients are reported for 
individual predictors within these models. Logistic regression models were estimated to 
predict the binary IPV variables using MMPI-2-RF BPD and the MMPI-2-RF PSY-5 
domains (separately). Odds ratios are reported for individual predictors within these models.  
Lastly, the degree to which MMPI-2-RF BPD (traditional BPD) and the PSY-5 
NEGE-r, DISC-r and PSYC-r domain scales (AMPD BPD-relevant trait dimensions) 
uniquely contributed to the prediction of IPV variables was examined using hierarchical 
regression models. Hierarchical linear regression models with robust standard errors were 
used to predict continuous IPV variables, with MMPI-2-RF BPD entered in the first block 
and the three PSY-5 scales entered in the second block. The reverse model was also tested, 
with PSY-5 scales entered in the first block and MMPI-2-RF BPD entered in the second 




block. Logistic hierarchical regression was conducted for the binary IPV variables, using the 
same steps. 
Results and Discussion        
 Spearman rank-order correlations are displayed in Table 7. All significant correlations 
were interpreted as meaningful. As evident from this table, and as expected, MMPI-2-RF 
BPD (traditional BPD) was significantly associated with all IPV perpetration variables, 
higher blame externalisation, lower informant confidence in violence inhibition, programme 
dismissal, lower participation rating, more variability in participation rating, and overall and 
IPV-specific recidivism. These correlations were weak to moderately sized, and the only 
correlation greater than |.30| was for confidence in violence inhibition, which as predicted 
was negatively associated with BPD.  
Surprisingly, none of the three PSY-5 scales (AMPD BPD-relevant traits) were 
meaningfully associated with IPV control tactics. NEGE-r, DISC-r and PSYC-r were 
significantly correlated with emotional abuse, but only DISC-r was associated with physical 
abuse. NEGE-r was associated with blame externalisation as hypothesised, however to a 
lesser degree than PSYC-r. All three PSY-5 scales were significantly negatively correlated 
with informant-rated violence inhibition confidence, and the strongest association was for 
NEGE-r. This correlation was the only one for which the magnitude was larger than |.30| for 
AMPD BPD-relevant traits. In terms of treatment outcomes, NEGE-r and DISC-r, but not 
PSYC-r, were associated with failure to complete the IPV programme. PSYC-r, however, 
was the only PSY-5 variable meaningfully associated with lower participation ratings, and 
this association was equivalent to the one between traditional BPD and participation. PSYC-r 
was also associated with increased variability in participation rating, and so was NEGE-r, to a 
similar degree. In regard to recidivism, all PSY-5 scales, but DISC-r most strongly, were  
 
      




 Table 7     
Correlation Analyses for MMPI-2-RF Borderline PD, PSY-5 Scales, and Measures of IPV,     
Intervention Outcomes and Recidivism 
      




PD NEGE-r  DISC-r  PSYC-r  
IPV      
 Control tactics  .10* .02 .07 .05 
 Emotional abuse  .20** .11* .19** .09* 
 Physical abuse  .10* .02 .10* .06 
 Blame externalisation  .22** .16** .07 .22** 
 Violence inhibition -.39** -.35** -.29** -.19** 
Treatment 
    
 Programme dismissal .16** .12* .15** .09 
 Participation rating  -.10* -.07 -.07 -.12* 
 Participation variability .11* .13** .06 .14** 
Recidivism  
    
 New arrest   .11* .08     .16**   .11* 
 IPV recidivism   .17**   .15** .10 .05 
  Overall recidivism   .16** .14**  .17** .11* 
Note. Spearman rank order correlations were calculated.  
* p<.05, **p<.01.  












associated with having committed any type of offence in the one year follow up period, but 
only NEGE-r was associated with IPV reoffending specifically. DISC-r and PSYC-r were 
associated with a new arrest (for any offence) in the one year follow up period, but NEGE-r 
was not. Overall, with the exception of IPV control tactics (which were associated with BPD 
only) all variables demonstrated a meaningful association with at least one PSY-5 scale that 
was roughly equivalent to the association they showed with traditional BPD. Thus, in general, 
correlation results were consistent with the hypothesis that there would be no advantage of 
traditional or AMPD BPD-relevant trait dimensions in relation to IPV, treatment outcomes, 
or recidivism.  
 Next, multiple regression analyses were performed to examine the degree to which 
traditional BPD (MMPI-2-RF BPD) and AMPD BPD-relevant traits (PSYC-r domain scales) 
were uniquely associated with all variables. Table 8 shows results of the first set of regression 
analyses, where continuous variables were regressed onto MMPI-2-RF BPD (traditional 
BPD), and the three MMPI-2 PSY-5-RF domains (AMPD BPD-relevant traits), in separate 
models. As is evident from the far left of Table 8, high traditional BPD scores uniquely 
predicted control tactics, emotional abuse and physical abuse, as well as increased blame 
externalisation and decreased confidence in violence inhibition, consistent with our 
hypotheses. Treatment participation variables were not, however, shown to be predicted by 
traditional BPD (at least using these methods). In terms of IPV perpetration and AMPD BPD 
traits, Table 8 shows that only DISC-r uniquely predicted emotional and physical forms of 
abuse, and control tactics were not predicted by any domain. This result was surprising in that 
NEGE-r was not shown to be a significant predictor of any type of IPV, inconsistent with our 
Study 1 findings where hostility (a negative affectivity trait facet) was shown to be the only 
unique predictor of psychological/emotional IPV, and the strongest predictor of physical IPV. 
Interestingly, PSYC-r was shown to uniquely predict blame externalisation, and our 





Table 8        
         
Regression Analyses for MMPI-2-RF BPD, PSY-5 Scales and Measures of IPV and Intervention Outcomes 
         




PD  F NEGE-r DISC-r PSYC-r R2  F  
IPV            
 Control tactics  .16** 8.92** -.03 .10 .10 .02 2.05 
 Emotional Abuse  .26*** 24.24*** .08 .15* .03 .05 6.88*** 
 Physical Abuse  .13** 6.94** -.17 .12* .02 .01 2.84* 
 Blame externalisation  .19*** 18.23*** .03 .02 .23*** .06 7.83*** 
 Violence inhibition -.40** 80.46*** -.35*** -.12* .02 .16 29.01*** 
Treatment          
 Participation Rating  -.10 3.25 .03 -07 -.10 .01 1.60 
  Participation variability  .07 2.31 .05 .02 .07 .01 1.89 
Note. Multiple regression analyses with robust standard errors were conducted. Standardised regression coefficients are reported.  
* p<.05, **p<.01, ***p<.001. 
         
 




hypothesis that NEGE-r would be associated with this measure was not supported. DISC-r 
uniquely predicted lower confidence in violence inhibition as hypothesised, although NEGE-r 
was actually shown to have a stronger effect on this measure. Same as for traditional BPD, 
AMPD BPD-relevant trait dimensions did not demonstrate any predictive utility in regards to 
programme participation rating, or variability. Thus, while participation measures 
demonstrated significant Spearman rank order correlations with traditional BPD and PSYC-r 
nd NEGE-r (rating only), as indicated in Table 7, they were not shown to be associated with 
any criteria using OLS regression models in Table 8. Even taking into account that OLS 
regression models may have had less statistical power due to multiple predictors (relative to 
bivariate correlations), this was considered an unusual finding. Given clear differences in the 
parameterization for rank order correlations and OLS methods this discrepancy suggested 
that even using robust standard errors, OLS regression methods were not appropriate for 
these participation measures.  
Next, logistic regression models were estimated to predict all binary IPV variables 
using MMPI-2-RF BPD (traditional BPD) and the MMPI-2-RF PSY-5 domains (AMPD BPD 
traits), and these models are presented in Table 9. As can be seen in this table, traditional 
BPD was significantly associated with greater odds of programme dismissal, and this result 
supported our hypothesis that traditional BPD would be associated with failure to complete 
the IPV treatment programme. In addition, and also consistent with hypotheses, Table 9 
shows that traditional BPD was associated with greater odds of a new arrest, IPV re-
offending or any re-offending in the one year follow up period. These findings are in 
accordance with the IPV typology literature, which has shown that IPV offenders 
characterised by the ‘borderline/dysphoric’ subtype are more likely to drop out of IPV 
treatment and to reoffend than offenders without these characteristics (Carbajosa, 2017; Huss  







PD X 2 NEGE-r DISC-r PSYC-r X 2 
Treatment 
Programme dismissal 1.06*** 13.63*** 1.01 1.03* 1.00 12.80**
New arrest 1.04* 5.14* 1.00 1.03* 1.01 11.88**
IPV recidivism 1.06** 8.42** 1.03* 1.01 1.00 8.88*
Overall recidivism 1.07** 11.11*** 1.02 1.03* 1.00 14.78***
Note. Muliple logistic regression analyses were conducted. Odds ratios are reported. 
* p<.05, **p<.01, ***p<.001.
Table 9
Logistic Regression Analyses for MMPI-2-RF BPD, PSY-5 Scales and Measures of Recidivism and Programme 
Dismissal 
MMPI-2-RF PSY- 5 scales 
Measure
Recidivism 




& Ralston, 2008), and suggest that BPD features may uniquely contribute to the 
negative outcomes associated with this subtype. With respect to PSY-5 domain scales, Table 
9 demonstrates that DISC-r uniquely predicted programme dismissal, as well as new arrest in 
the follow up year, and NEGE-r was the only unique predictor of IPV recidivism.  
Finally, hierarchical regression analyses were performed to examine the degree to 
which traditional and AMPD BPD-relevant traits uniquely contributed to the prediction of all 
variables. Table 10 shows hierarchical linear regression models for the continuous IPV and 
treatment variables, with MMPI-2-RF BPD (traditional BPD) entered in the first block and 
the three PSY-5 scales (AMPD BPD-relevant traits) entered in the second block. The ΔR2 
statistic indicates the additional percentage of variance contributed by the second block. 
Examination of Table 10 reveals that with the exception of emotional abuse, the PSY-5 scales 
added incrementally to traditional BPD in predicting all IPV variables with the ΔR2 statistic 
indicating a contribution of 1%-3% of the variance. This included IPV control tactics, 
although these were not predicted by the PSY-5 scales alone (as also shown in Table 7). The 
reverse models showed that traditional BPD added significant incremental predictive variance 
(2%-3%) to PSY-5 scales in predicting emotional abuse, physical abuse and violence 
inhibition confidence, but did not add to the prediction of blame externalisation. Thus overall, 
traditional and AMPD BPD-relevant traits appeared to perform relatively similarly in the 
prediction of IPV perpetration criteria. Table 10 also indicates no effect of BPD (traditional, 
or both) on participation rating and variability, however, once again, considering correlation 
findings, this likely indicates that OLS regression was not suitable for the participation 
measures.  
Lastly, Table 11 shows hierarchical logistic regression models for binary treatment 
and recidivism variables. Again, MMPI-2-RF BPD (traditional BPD) was entered in the first 
block and the three PSY-5 scales (AMPD BPD-relevant traits) were entered in the second 





Table 10          
            
Hierarchical Regression Analyses for MMPI-2-RF BPD, PSY-5 Scales and Measures of IPV and Treatment Outcomes  
           
    Step 1: BPD; Step 2: Psy-5    Step 1: PSY-5; Step 2: BPD  
Measure R2  F ΔR2 ΔF  R2  F ΔR2 ΔF 
IPV           
 Control tactics  .03 8.92** .02 2.77*  .02 2.05 .02 10.95** 
 Emotional abuse  .07 24.24*** .01 2.41  .05 6.88*** .03 13.35*** 
 Physical abuse  .02 6.94** .02 2.64*  .01 2.84* .02 7.10** 
 Blame externalisation  .04 18.23*** .03 4.05**  .06 7.83*** .00 2.14 
 Violence inhibition .16 80.46*** .02 4.46**  .16 29.01*** .02 9.63** 
Treatment            
 Participation rating  .01 3.25 .01 0.01  .01 1.60 .01 0.69 
  Participation variability .00 2.31 .01 1.51   .01 1.89 .00 1.20 
Note. In the first part of each analysis, the MMPI-2-RF BPD score is entered in the first block, and MMPI-2-RF PSY-5 
NEGE-r, DISC-r and PSYC-r scales are entered in the second block. In the second part of the analysis, the order of entry is 
reversed. The R2 change statistic indicates the additional or incremental percentage of the variance in the IPV variable score 
explained by MMPI-2-RF BPD (traditional BPD) or the MMPI-2-RF PSY-5 scales (AMPD BPD-relevant traits). 
 









Hierarchical Logistic Regression Analyses for MMPI-2-RF, PSY-5 Scales and Measures of Recidivism and 
Treatment Dismissal 
       
    Step 1: BPD; Step 2: Psy-5    Step 1: Psy-5; Step 2: BPD 
Measure X2  ΔX2  X
2 ΔX2 
Treatment         
 Programme dismissal 13.63*** 4.16  12.80** 4.91* 
Recidivism       
 New arrest 5.14* 10.16*  11.88** 0.01 
 IPV recidivism 8.42** 2.28  8.88* 1.86 
  Overall recidivism 11.11*** 4.00   14.78** 0.40 
Note. OLS regression models with robust standard errors were estimated. In the first part of each analysis, 
the MMPI-2-RF BPD score is entered in the first block, and MMPI-2-RF PSY-5 NEGE-r, DISC-r and 
PSYC-r scales are entered in the second block. In the second part of the analysis, the order of entry is 
reversed. The X2 change statistic indicates any change in the goodness of fit of the model explained by the 








block. As depicted on the left side of Table 11, PSY-5 scales added incrementally to 
traditional BPD in the prediction of a new arrest (any offence) in the one year follow up, but 
did not add significant predictive utility to traditional BPD in respect to treatment dismissal, 
IPV recidivism, or overall recidivism. The right side of Table 11 shows the models with the 
order of entry reversed. As demonstrated, traditional BPD added incrementally to the PSY-5 
scales in the prediction of treatment dismissal, but did not add to these scales in the prediction 
of any of the recidivism measures. Overall it appears that traditional and AMPD BPD- 
relevant traits were more or less equivalent predictors of IPV recidivism and overall 
recidivism, but AMPD BPD-relevant traits were a better predictor of new arrests specifically. 
Traditional BPD demonstrated a small advantage in the prediction of programme dismissal, 
as it added predictive utility over and above AMPD BPD-relevant traits, while the converse 
was not true.  
While both the traditional BPD and AMPD BPD trait dimensional perspective 
demonstrated some minor strengths, Study 2 results overall supported the broad hypothesis 
that the two models would be approximately equally associated with IPV, treatment outcome, 
and recidivism variables. Correlation findings also indicated that traditional BPD and AMPD 
BPD-relevant trait dimensions were similarly associated with lower participation ratings, as 
well as increased variability in these scores. In terms of the strengths of each model, 
traditional BPD demonstrated an advantage in regards to the prediction of psychological 
forms of IPV perpetration (and in particular control tactics) as well as programme dismissal, 
whereas AMPD BPD-relevant trait dimensions are shown to be a slightly better predictor of 
blame externalisation and new arrest. A notable finding with respect to AMPD BPD trait 
dimensions was that only AMPD disinhibition (DISC-r) uniquely predicted emotional IPV 
perpetration, and this was contrary to Study 1 results which showed that only the AMPD 
negative affectivity trait facet of hostility predicted psychological IPV. Also of note was a 




discrepancy between self-reported IPV perpetration and officially reported IPV recidivism in 
regard to BPD-relevant AMPD domain associations. Only the disinhibition domain (DISC-r) 
predicted self-reported past IPV, whereas only negative affectivity (NEGE-r) was the only 
predictor of IPV recidivism. These findings will be further discussed in the general 
discussion. Lastly, this study demonstrated an association between BPD symptomology and 
failure to complete IPV treatment, as well as increased risk of IPV recidivism, and 
implications of these findings will also be discussed.  
      General Discussion 
Interpersonal dysfunction is a core feature of BPD (APA, 2013) and IPV is a form of 
interpersonal dysfunction prevalent among sufferers of BPD. Research has demonstrated 
robust associations between IPV perpetration and traditional BPD diagnosis (Goldenson et 
al., 2007; Gonzalez et al., 2016), higher traditional BPD symptom counts (Hines, 2008; 
Mauricio & Lopez, 2009; Weinstein et al., 2012), and specific BPD symptoms such as anger, 
impulsivity, and frantic efforts to avoid abandonment (Gonzalez et al., 2016). While the 
traditional DSM-5 PD system is a categorical diagnostic model comprised of ten theoretically 
distinct polythetic criterion sets, most experts believe that a dimensional approach that 
considers individual differences in personality traits would be a superior model (e.g., Morey 
& Hopwood, 2019). Indeed, BPD has recently been conceptualised from the perspective of 
the DSM-5 Alternative PD Model of Personality Disorders (AMPD), which is meant to 
address several limitations of the traditional PD system (Skodol, 2012). This current research 
project aimed to expand elaborate on BPD and IPV perpetration research by using also 
including the AMPD BPD dimensional perspective, in addition to expanding upon previous 
work using traditional BPD symptom count measures. 
Summary of Key Findings         
 The relative associations of traditional and dimensional model (henceforth, AMPD) 




BPD with IPV perpetration were examined in a community sample in Study 1, and among a 
large group of men participating in an IPV intervention programme in Study 2. Given 
research showing that showing that traditional and AMPD BPD are conceptually overlapping 
constructs (Sellbom, Sansone, et al., 2014), and have similar associations with other BPD 
relevant antisocial behaviours (Anderson et al., 2016), it was hypothesised that traditional 
BPD and the AMPD BPD dimensional perspective would be approximately equally 
associated with IPV perpetration. While traditional BPD demonstrated some small 
advantages over the AMPD BPD perspective in both studies, particularly in regards to 
psychological IPV, this hypothesis was broadly supported.  
As well as providing further evidence of the BPD-IPV link, this research project 
demonstrated that BPD is individually associated with psychological, physical, and sexual 
forms of IPV, consistent with only prior study to specifically examine these relationships 
(Hines, 2008). All other previous BPD-IPV studies have examined either physical IPV only 
(Gonzalez et al., 2016; Porcerelli et al., 2004; Ross & Babcock, 2009; Whisman & 
Schonbrun, 2009) or a combination of two or three IPV types (Goldenson et al., 2007; 
Mauricio & Lopez, 2009; Weinstein et al., 2012). Consistent with Hines’s (2008) findings, 
physical IPV was most strongly associated with BPD, however the differences between 
physical and other IPV types (in relation to BPD) were shown to be less substantial in this 
study.  
This research project (Study 1) was also only the second study to examine the BPD-
IPV link for men and women separately, and contrary to Hines (2008), indicated some gender 
differences. Male BPD scores were significantly correlated with considerably more IPV 
variables than female scores, although these differences were only significant for past year 
sexual coercion, IPV variety, and psychological aggression criteria, and only emerged for 
traditional BPD scores. Given that some quite substantial differences between men and 




women’s BPD-IPV correlations were not shown to be statistically significant, it was 
considered likely that this study lacked the statistical power necessary for detecting gender 
differences at meaningful magnitudes.  
A further goal of this research project was to examine the specific AMPD BPD- 
relevant personality traits that influence the BPD-IPV association. On the basis of 
dimensional personality model research indicating that FFM neuroticism (Hines & Saudino, 
2008; Ulloa et al., 2016) and high MPQ negative emotionality (Moffit et al., 2000; Robins et 
al., 2002) predict IPV perpetration, it was hypothesized that that the AMPD domain of 
negative affectivity (and the trait facets within this domain) would be meaningfully 
associated with the perpetration of IPV. Study 1 results provided support for this hypothesis, 
demonstrating that hostility (from the negative affectivity domain) was the most influential 
AMPD BPD trait in relation to psychological and physical IPV, whereas risk taking and 
suspiciousness (disinhibition and negative affectivity domains, respectively) were the most 
important predictors of sexual IPV. Other negative affectivity trait facets (i.e. emotional 
lability, anxiousness) were shown to be associated with IPV by men only. Again, it was 
thought likely that this study lacked the statistical power to detect all gender differences.  
AMPD traits were examined only at the domain level in Study 2, and results showed that 
only the disinhibition domain was associated with self-reported physical IPV, whereas 
negative affectivity as well as disinhibition were associated with emotional IPV perpetration.   
As well as bringing BPD and IPV research into line with the contemporary 
dimensional conceptualisation of BPD, this research project examined the effectiveness of 
IPV intervention programmes for male IPV perpetrators with varying degrees of BPD 
symptomology in Study 2. On the basis of previous IPV offender typology research 
(Carbajosa et al., 2017; Huss & Ralston, 2008), it was expected that men with higher levels of 
BPD (both traditional and dimensional) would be less likely to successfully complete IPV 




treatment and more likely to reoffend compared to those without this symptomology, and 
overall our findings supported these hypotheses. Traditional BPD was meaningfully 
associated with higher odds of IPV treatment programme dismissal, poorer programme rating 
scores, as well as greater variability in rating scores, IPV recidivism, as well as general 
recidivism, in the one year follow up period. In terms of AMPD BPD trait dimensions, IPV 
programme dismissal and any recidivism were meaningfully associated with disinhibition, 
whereas IPV recidivism was associated with negative affectivity.  
General Implications  
BPD and IPV perpetration.  The current research project substantiates and expands 
previous BPD and IPV perpetration research, and has a number of implications. Firstly, it 
adds to the body of literature showing a clear association between traditional BPD and IPV 
perpetration (Gonzalez et al., 2016; Whisman & Schonbrun, 2009), and demonstrates that 
BPD is individually associated with all forms of IPV. Given that there are key differences in 
terms of the presence of control, severity, and impact for different IPV types (Kelly & 
Johnson, 2008), it was important to add to the limited research that has examined the specific 
forms of IPV associated with BPD pathology. This was also the first study to indicate a 
gender difference in the BPD-IPV association, mainly for psychological IPV. 
Comparison of traditional and AMPD operationalisations of BPD. This research 
project is the first to examine the relation between BPD and IPV perpetration that compares 
both traditional and dimensional operationalisations of the disorder. Given empirical 
evidence suggesting that BPD is best conceptualized as a dimensional construct (see 
Hopwood et al., 2018, for a brief review) as well as the well-established deficiencies of the 
traditional categorical PD model in general (i.e. high co-morbidity, extreme heterogeneity 
among individuals with the same PD diagnosis and lack of empirical evidence for PD 
categories [Eaton et al., 2011; Widiger & Trull, 2007; Zimmerman et al, 2005]), it was 




considered important to examine the BPD-IPV relationship using an operationalisation of 
BPD grounded in empirical general personality research, and consistent with how most 
current PD researchers consider PDs to be best conceptualised (Hopwood et al., 2018; 
Skodol, 2012). This research project establishes a clear association between IPV perpetration 
and the most recent contemporary conceptualisation of BPD, comparable to that of traditional 
BPD.           
 Accordingly, the current research project provides further support for the construct 
validity of the DSM-5 AMPD dimensional model conceptualisation of BPD. To encourage 
the transition to a dimensional model, and minimize the disruption to clinicians, an important 
aim of the DSM-5 workgroup was to maintain continuity between the traditional and 
alternative model of PD diagnosis (Skodol, 2012). Empirical evidence has previously shown 
that the AMPD BPD trait profile aligns well with traditional BPD (Watters et al. 2019), and 
accounts for some of the same external correlates (i.e. non-PD symptoms, behaviours, and 
life history variables) as BPD (Anderson et al., 2016; Miller et al., 2015). By demonstrating 
that the AMPD operationalisation of BPD also captures conceptually relevant IPV criterion 
variables, this research project builds upon evidence that traditional and AMPD 
operationalisations of BPD have similar positions in a nomological network representing the 
construct of BPD.  
This research project is also the first study to examine the relative associations of 
traditional and AMPD dimensional conceptualisations of BPD, with external criterion 
variables, that measures both criterion A impairment and criterion B dimensional traits. A 
DSM-5 AMPD dimensional PD model diagnosis of BPD requires impairment in at least two 
of the four Criterion A domains of personality functioning (identity, self-direction, empathy 
and intimacy), in addition to the presence of four or more of the seven Criterion B BPD 
pathological personality traits (APA, 2013). Likely owing to the fact that a valid measure of 




AMPD Criterion A impairment has only relatively recently become available (Hutsebaut et 
al., 2016), the majority of AMPD research has addressed the dimensional traits proposed in 
Criterion B exclusively. While Study 2 of this research project examined Criterion B 
personality trait domains only, Study 1 overall AMPD BPD scores were calculated by 
combining total impairment scores (Criterion A) with total BPD trait scores (Criterion B). 
Results did not suggest an advantage of this overall AMPD BPD score over trait facets 
(Study 1) or domains (Study 2) only in association with IPV criteria, relative to traditional 
BPD. This is consistent with research showing that while AMPD Criterion A total 
impairment scores are moderately correlated with DSM-5 traditional BPD, they do not 
predict traditional BPD over and above Criterion B traits, whereas the converse is true 
(Anderson & Sellbom, 2018). My results indicate that AMPD impairment scores did not 
enhance the performance of AMPD BPD over and above personality traits, in relation to 
BPD- relevant IPV criteria. Future research should reveal whether this finding is consistent 
with a broader range of BPD relevant external criteria, and perhaps further draw into question 
whether the measurement of impairment is necessary in the assessment of BPD (Anderson & 
Sellbom, 2018). 
Comparison of traditional and AMPD operationalisations of BPD highlighted another 
important implication. Although Study 1 and Study 2 results showed the associations of 
traditional and AMPD dimensional operationalisations of BPD with IPV criteria to be 
broadly equivalent, traditional BPD demonstrated an advantage in regards to predicting 
perpetration of psychological IPV. Traditional BPD was shown to be more strongly 
associated with psychological IPV frequency compared to AMPD BPD in Study 1, and a 
stronger association between BPD and psychological IPV for men compared to women was 
only detected using the traditional measure. In Study 2, traditional BPD was a better predictor 
of emotional abuse compared to BPD-relevant AMPD trait domains, and only traditional 




BPD was associated with control tactics. Psychological abuse involves verbal and behavioral 
acts that are intended to humiliate, insult, dominate, isolate, intimidate, threaten, control and 
manipulate one's partner (Heise & Garcia Moreno, 2002) and is as strongly associated with 
the majority of adverse IPV health outcomes as physical IPV (Coker et al., 2000). Traditional 
BPD is based upon behavioural symptoms of the disorder, and for this reason may capture the 
behavioural aspects of BPD involved in psychological IPV (and perhaps controlling tactics in 
particular) better than trait based measures due to minor criterion contamination. As an 
example, it could be that the unusual and intense attachment dynamics in BPD are linked to 
psychological IPV control tactics, and these are not encompassed by the AMPD trait-based 
operationalisations of BPD to the same extent as they are by traditional BPD. Regardless of 
the particular mechanism, traditional BPD appears to have predictive utility beyond that of 
the current AMPD operationalisation of BPD in regards to the harmful behaviour of 
psychological IPV. Thus, despite the progression of the PD field towards dimensional 
assessment of PDs, these research findings indicate the continued relevance of the traditional 
BPD construct. These findings also provide support for the recent decision of the World 
Health Organization (WHO) to include a “borderline pattern” qualifier (entirely reflective of 
traditional BPD symptomology) for its otherwise completely dimensional diagnosis of 
personality disorder in the 11th edition of the International Classification of Diseases (ICD-
11) PD model (WHO, 2018). 
 The traditional categorical BPD construct has been utilised in clinical settings for a 
long period of time, and has accumulated substantial empirical literature. Irrespective of 
whether future dimensional models in the DSM include a borderline specifier, it is important 
they provide coverage of all traits and features of traditional categorical BPD. Previous 
research has indicated that the current AMPD trait operationalisation of BPD is less than 
optimal, and modifications are necessary (Bach & Sellbom, 2016; Sellbom, Sansone, Songer, 




& Anderson, 2014). In particular, Study 1 findings are supportive of research indicating that 
the trait of suspiciousness is an important feature of the BPD construct, and should be 
included in future revisions of the AMPD trait profile (Bach & Sellbom, 2016; Sellbom, 
Sansone, et al., 2014). The current AMPD BPD trait profile has been shown to lack coverage 
of traditional BPD criterion 9 - stress-related paranoid ideation or severe dissociative 
symptoms, which constitute an important component of the disorder (Zanarini et al., 2013), 
and the AMPD traits facets of cognitive and perceptual dysregulation and suspiciousness 
have been shown to capture these symptoms (Bach & Sellbom, 2016; Sellbom, Sansone, et 
al., 2014). Study 1 shows that suspiciousness is a key trait in the link between BPD and IPV 
perpetration. This finding is consistent with evidence that in addition to criterion 9, AMPD 
suspiciousness is substantially associated with traditional BPD criterion 2- unstable and 
intense relationships (Bach & Sellbom, 2016), as well as longitudinal research showing that 
interpersonal dysfunction (i.e. unstable and intense relationships) mediates the association 
between traditional BPD and general aggressive behaviour (Stepp, Smith, Morse, Hallquist, 
& Pilkonis, 2011).  
 Bach and Sellbom (2016) have also demonstrated that the current AMPD BPD trait 
profile does not include traits that are meaningfully associated with traditional BPD criterion 
3 (identity disturbance) or criterion 7 (chronic feelings of emptiness). Lack of coverage of 
these traditional BPD symptoms may augment the operationalisation of BPD from the AMPD 
trait dimensional perspective, and the absence of criterion 7, in particular, could account for 
the advantage shown by traditional BPD. Chronic feelings of emptiness are present in 
approximately 71%-73% of BPD patients, compared to 26-34% of psychiatric patients 
without BPD (Grilo et al., 2001), and reflect significant psychiatric distress and pathological 
negative affect (Klonsky, 2008). Given the link between negative affectivity and IPV 
perpetration demonstrated in prior dimensional model research (Hines & Saudino, 2008; 




Moffit et al., 2000), as well as in Study 1 of this research project, it is certainly plausible that 
chronic emptiness is an aspect of traditional BPD that is importantly involved in its 
association with IPV. Although traditional BPD criteria 3 (identity disturbance) is not 
captured by the AMPD BPD trait profile, it is captured by the Criterion A rating of 
personality functioning impairment. Criterion 7 (chronic feelings of emptiness) may also be 
represented by this component of the AMPD model, though from the AMPD’s definition 
(APA, 2013), it is unclear. As stated prior, however, the Study 1 overall AMPD BPD score, 
which included AMPD trait and impairment scores, did not demonstrate an advantage over 
trait facets (Study 1) or domains (Study 2) only in association with IPV criteria, relative to 
traditional BPD. Future research should examine whether Criterion 7 is covered by criterion 
A, and future revisions of the AMPD PD trait model should ensure this symptom is 
accounted for.    
Lastly, it is important to note that different measures were used to assess traditional 
BPD in Study 1 and Study 2. While the MMPI-2-RF BPD spectra scale (Study 2) 
demonstrates very good criterion validity (against other BPD measures) and very promising 
construct validity (Brown & Sellbom, 2019; Sellbom et al., 2018), it is a less common 
measure of BPD than the SCID-II-PQ and MSI-BPD measures used in Study 1. Furthermore, 
Sellbom, Waugh and Hopwood (2018) developed the MMPI-2-RF “spectra” scales to serve 
as a bridge between traditional DSM PD constructs and a new dimensional personality trait 
system. These authors argued for the utility of scales that would allow for the clinical 
diagnosis of traditional PD constructs as well as the assessment of DSM–5 AMPD traits. 
Thus, while the BPD spectra scale measured the traditional BPD construct in Study 2, it 
likely has more in common with the AMPD that the measures of traditional BPD used in 
Study 1. The use of the MMPI-2-RF BPD spectra scale to assess traditional BPD in Study 2 




may account for why there was little difference in the predictive utility of traditional BPD 
and AMPD BPD trait dimensions, in relation to IPV variables. 
BPD-relevant personality traits and IPV.  Although the association between BPD 
and IPV is well established (Gonzalez et al., 2016), there has been little focus on the features 
of BPD that increase the risk of IPV perpetration. This research project expands upon the 
understanding of the BPD and IPV link by highlighting the specific BPD personality traits 
involved. Study 1 results indicate that of AMPD BPD trait facets, hostility is the most 
strongly associated with psychological and physical IPV, including IPV causing injury, 
which is consistent with a large body of literature demonstrating a link between hostility or 
anger and the perpetration of IPV by both men and women (see Birkley & Eckhart, 2015 for 
a review). 
Aside from hostility, a number of other AMPD negative affectivity domain BPD traits 
facets (emotional lability, anxiousness, separation insecurity) were shown to be associated 
with IPV by men only. This finding could reflect a gender difference in the way negative 
affectivity personality traits are expressed, with men more likely to externalise though 
impulsive, coercive, and aggressive behaviour, and women more likely to internalise, through 
withdrawal, loneliness and rumination (Eaton et al., 2012). Rumination involves repetitively 
and passively focusing on symptoms of distress, and their possible causes and consequences, 
and has been shown to impair effective problem solving and interfere with instrumental 
behaviour (Johnson & Whisman, 2013). Two meta-analyses have identified higher 
rumination tendencies in women than in men (Johnson & Whisman, 2013; Rood et al., 2009). 
Further, epidemiological studies have demonstrated that women show significantly higher 
prevalence rates of internalizing mental disorders (i.e. mood and anxiety disorders), whereas 
men show significantly higher rates of externalizing disorders (i.e. substance use and 
antisocial disorders) (Grant & Weissman, 2007; Kessler et al., 1993; Shear, Halmi, Widiger, 




& Boyce, 2007; Widiger, 2007). Eaton et al. (2012) examined 43,000 US residents and 
showed that this gender difference in categorical mental disorder prevalence rates could be 
accounted for by gender differences in underlying internalizing and externalizing liability 
dimensions. Thus, it may be that higher externalising tendencies in men reflect that they are 
more likely than women to externalize emotions associated with negative affectivity traits 
through the perpetration of violence against an intimate partner. A gender difference in 
externalising tendencies could also account for why Study 1 results showed a stronger 
association between traditional BPD and IPV perpetration for men compared to women.  
As previously mentioned, suspiciousness, which comprises a core feature of BPD but 
is not part of the current AMPD trait profile (Bach & Sellbom, 2016), was shown to be a key 
BPD trait in relation to IPV perpetration in Study 1. AMPD suspiciousness is defined as 
“expectations of- and heightened sensitivity to- signs of interpersonal ill-intent or harm; 
doubts about loyalty and fidelity of other; feelings of persecution” (APA, 2013, p. 769). 
Research indicates that increased automatic vigilance for social threat stimuli (Donges, 
Dukalski, Kersting, & Suslow, 2015), as well as negative bias in emotion recognition (i.e. the 
attribution of negative emotions to neutral or ambiguous facial expressions) (Dyck et al., 
2009), contributes to affective instability and interpersonal problems in patients with BPD, 
and it is likely that these aspects of suspiciousness are involved in the link between BPD and 
IPV. For both men and women, suspiciousness was associated with the perpetration of 
physical and sexual IPV. Suspicions of partner infidelity specifically are likely importantly 
involved in this increased risk of IPV perpetration, at least for men. Several studies have 
established a link between perceived partner infidelity and physical and sexual IPV 
perpetration by men (Goetz & Shackelford, 2009; Kaighobadi, Starratt, Shackelford, & Popp, 
2008; McKibbin, Starratt, Shackelford, & Goetz, 2011), typically in regards to a theory of 
IPV as an “anti-cuckholdry” tactic (i.e. preventing men from investing unwittingly in 




offspring to whom they are not genetically related). No studies, however, have examined this 
association for women. Given that Study 1 results showed the relation between 
suspiciousness and sexual and physical IPV to be similar for men and women, future studies 
should test for a possible link between suspicions of partner infidelity and IPV perpetration 
among women. Surprisingly, given similar findings for physical and sexual IPV, Study 1 
demonstrated associations between psychological IPV and suspiciousness for men but not 
women. Therefore, research examining the link between suspiciousness and IPV by women 
may provide potential explanations for this difference.  
Across Study 1 and Study 2 there were differences in the relative importance of 
AMPD personality traits that are worthy of mention. Among BPD-relevant AMPD trait 
domains, Study 2 showed that negative affectivity and disinhibition were significantly 
correlated with self-reported perpetration of emotional IPV, and only disinhibition was 
correlated with self-reported physical IPV. Only the disinhibition domain uniquely predicted 
both self-reported emotional and physical IPV. Higher externalising tendencies in men (Eaton 
et al., 2012) may account for why disinhibition has stronger effect on IPV perpetration in the 
Study 2 sample of male IPV offenders (relative to negative affectivity), as compared to trait 
facets of disinhibition (risk-taking, impulsivity) in Study 1, which used a mixed gender 
community sample. Nonetheless, given the clear association between negative affectivity and 
physical IPV perpetration demonstrated in prior dimensional model IPV research, for both 
men and women (Hines & Saudino, 2008; Moffit et al., 2000), as well as study 1 findings 
supporting this association, it was surprising that there was no relationship between negative 
affectivity and physical IPV in Study 2.  
Blame externalisation and informant rated confidence in violence inhibition (in 
relation to IPV) were also assessed in Study 2. In terms of blame externalisation, AMPD 
dimensions showed a slight advantage over traditional BPD, and psychoticism was the single 




domain that showed a meaningfully association with blame externalisation. This finding 
aligns with a previous study linking blame attribution and general criminality among men 
(Shine, 1997), and the current study is the first to demonstrate an association between blame 
attribution and IPV offending specifically. This finding also adds to prior empirical evidence 
linking blame externalisation and psychoticism (Gudjonsson, 1999; Gudjonsson & 
Sigurdsson, 2000; Shine, 1997).  
Informant-rated confidence in violence inhibition refers to physical violence 
specifically, and this variable was predicted by traditional BPD and AMPD BPD trait 
dimensions to approximately the same degree. Results indicate an incongruence between the 
trait associations of this measure and self-reported physical IPV. Informant rated confidence 
in violence disinhibition was most strongly associated with negative affectivity, whereas self-
reported physical IPV was associated with disinhibition only. Although it was not necessarily 
expected that these variables would demonstrate matching trait associations, it is interesting 
that the trait associations of informant rated IPV risk are consistent with the official report 
measure of IPV recidivism, as well Study 1 results and previous dimensional model IPV 
research (Hines & Saudino, 2000). It may be that emotional instability (expression of 
negative affectivity) is more evident and salient to informants (who were in most cases 
spouses or partners) compared to disinhibition, and this could also “mask” the actual 
underlying impulsivity (disinhibition) that contributes to the association. 
BPD, IPV treatment outcomes and recidivism.  Results of this research project also 
have implications for the treatment of IPV offenders. As was revealed in the earlier review, 
there is little evidence that the current approach to IPV treatment, which is based upon the 
Duluth model (Pence & Paymar, 1993), and CBT (Condino et al., 2016), actually works 
(Babcock et al., 2004; Feder & Wilson, 2005a). Obviously, mandating IPV intervention 




programme attendance is only a reasonable judicial decision if it can be demonstrated that as 
a result IPV perpetrators are less violent, and victims are safer.  
Typology research has established that IPV offenders constitute a heterogeneous 
population (Holtzworth-Munroe & Stuart, 1994; Thijssen & de Ruiter, 2011), and in response 
to the lack of support for the status quo IPV treatment, researchers have argued for the 
development of more targeted interventions that account for the significant variability among 
IPV perpetrators (Bogat et al., 2005; Cantos & O'Leary, 2014). By demonstrating that male 
IPV offenders with BPD symptomology participate more poorly in IPV treatment, have 
increased chance of failing to complete treatment, and are more likely to continue to 
perpetrate IPV after treatment, this research project provides further support for the relevance 
of personality pathology in relation to IPV treatment success (Holtzworth-Munroe & 
Meehan, 2004; Huss & Langhinrichsen-Rohling, 2006). Previous studies have shown that an 
IPV offender subtype that resembles BPD (borderline/dysphoric subtype) is associated with 
poorer treatment outcomes (Carbajosa et al., 2017; Huss & Ralston, 2008), however, this was 
the first study to establish a direct relationship between BPD symptomology, poorer IPV 
intervention outcomes, and recidivism.  
The notion of taking different offender personality features into account when 
designing treatment programmes is consistent with the prominent risk-needs-responsivity 
model of offender assessment and rehabilitation, which focuses on offender heterogeneity for 
reducing engagement in crime (Andrews & Bonta, 2010). Given the findings of this research 
project, the clear link between IPV and BPD (Gonzalez et al., 2016), and evidence that 
offenders characterised by BPD features constitute approximately 37-48% of IPV offenders 
(Carbajosa et al., 2017; Cunha & Gonzalez., 2013; Stoops et al., 2010), it is worthwhile 
considering targeted treatment for IPV offenders that demonstrate BPD symptomology. The 
prominence of hostility, suspiciousness and risk-taking trait facets for the total sample (Study 




1) suggests that these traits are potential key treatment targets for both men and women with 
BPD symptomology. Results also suggest gender differences that could be taken into account 
in respect to IPV treatment more generally. Negative affectivity traits of anxiousness, 
emotional lability, and separation insecurity may only be necessary IPV treatment targets for 
men, and disinhibition traits may be important treatment targets also for men more so than 
women. Further, it be worth including BPD symptoms and traits in future IPV risk 
assessment tools. While most current IPV risk assessment tools assess for a general history of 
mental health concerns (Graham, Sahay, Rizo, Messing, & Macy, 2019), findings of this 
research project suggest that the inclusion of BPD symptomology, specifically, should be 
considered.   
A potentially useful treatment modality for IPV offenders with BPD symptomology is 
dialectical behavioural therapy (DBT). As previously outlined, dialectical behaviour therapy 
(DBT) was developed by Marsha Linehan on the basis of her biosocial theory of BPD, and is 
a modified cognitive-behavioural psychotherapy for the treatment of BPD patients (Linehan, 
1993). Empirical evidence has demonstrated that DBT is an effective treatment for borderline 
symptoms, with effects of reduced self-harm, decreases in inappropriate anger, and 
improvements in general functioning (Cristea et al., 2017; Stoffers‐Winterling et al., 2012). 
Fruzzetti and Levensky (2000) previously proposed the application of DBT principles to IPV 
treatment, suggesting that that emotion regulation difficulties of IPV perpetrators are similar 
to those of chronically suicidal BPD patients. DBT focuses on learning and practising 
behavioural skills in mindfulness, emotion regulation, distress tolerance and interpersonal 
effectiveness (Linehan, 1993b). Findings of this research project have shown that hostility 
and other negative affectivity traits (particularly for men) are importantly involved in the link 
between IPV and BPD, thus the DBT focus on emotion regulation may have particular utility 
for these IPV offenders. Further, despite the fact that BPD patients have high dropout rates in 




other treatments, DBT has demonstrated ability to keep patients in treatment to its completion 
(Linehan, Armstrong, Suarez, Allmon, & Heard, 1991). Given high rates of dropout in IPV 
programmes in general (Cantos & O'Leary, 2014), but particularly for those with BPD 
pathology (Huss & Ralston, 2008), the focus on orientating, committing, collaborating in 
DBT may be effective for reducing the IPV treatment dropout observed in the current 
research.  
Limitations and Future Directions         
  There are a number of limitations with this research project that must be 
acknowledged. Firstly, all operationalisations of traditional BPD and AMPD BPD traits were 
self-report measures. There are several issues with the use of self-report methods of 
personality assessment, including high rates of false positives, potential response biases and 
distorted self-perceptions (MacDonald, 2008; Paulhus & Vazire, 2007; Perry, 1992). The fact 
that BPD was assessed using dimensional symptom count score rather than categorical 
diagnoses in this research project may have mitigated these issues to some extent; also, in 
Study 2, individuals with invalid MMPI-2-RF protocols were excluded from analyses. 
Nonetheless, future research would benefit from using other assessment modalities (e.g. 
clinician ratings, other-rating forms) to operationalise these BPD constructs. In addition, self-
report methods were also used to assess previous IPV perpetration in both Study 1 and Study 
2. As such, it is possible that correlations between BPD (traditional and trait dimensions) and 
self-reported IPV were inflated by common method variance, to an unknown degree. While 
Study 2 also included informant and official reported IPV measures, Study 1 would have be 
strengthened by also using other assessment modalities in addition to self-report.    
Study 1 has a few specific limitations. Available monetary resources were insufficient 
to collect a larger sample for this study, which likely led to attenuated statistical power for the 
gender comparison analyses. Indeed, a number of gender differences (across all IPV types, 




and for overall BPD as well trait facet scores) appeared quite substantial, but failed to reach 
statistical significance. Future research therefore needs to replicate these findings using larger 
samples of men and women, to more fully understand gender differences in the BPD and IPV 
association. Secondly, there was substantial range restriction in self-reported IPV perpetration 
in Study 1. On the basis of global and USA IPV data (Devries et al., 2013; Tjaden & 
Thoennes, 2000), the prevalence and frequency of IPV perpetration in this sample was below 
what would be expected in a community sample. This suggests possible sampling biases or 
underreporting. The Study 1 sample was recruited via Prolific, a well-established online 
crowdsourcing platform for academic research studies, and there may be particular bias in 
terms of the individuals who join the Prolific participant pool. Although underreporting was 
not expected to be an issue in Study 1 due to anonymous participation in the online survey, 
this may have occurred for unknown reasons.  
There are also several limitations specific to Study 2 of this research project. Firstly, 
Study 2 self-report IPV data was collected in an intake interview prior to participation in the 
IPV intervention programme- a non-anonymous and court-mandated setting. As a 
consequence some underreporting is likely to have occurred, and this may have augmented 
the association between BPD symptomology and self-reported IPV perpetration in this study. 
Secondly, the archival data used for this Study was collected between September 1997 and 
August 1998, and may not be wholly representative of a current IPV offender population, or a 
contemporary IPV intervention programme. That being said, the Study 2 IPV intervention 
programme utilised both a ‘Duluth model’ and cognitive behavioral approach, which 
continues to prevail as the primary approach to IPV intervention programmes in Western 
countries (Bates, Graham-Kevan, Bolam, & Thornton; Dixon, Archer, & Graham‐Kevan, 
2012). Lastly, given that only male IPV offenders were sampled in Study 2, the 
generalisability of Study 2 findings to women who perpetrate IPV is a serious problem. 




Given that Study 1 results indicate gender differences in the BPD symptomology and IPV 
perpetration link, it is likely that gender differences exist in the relationship between BPD 
symptomology, IPV intervention programme outcomes and re-offending. Future research 
should therefore examine the association between BPD symptomology, IPV programme 
outcomes, and recidivism among samples of women as well as men, and using more recent 
IPV intervention programme data.  
A further limitation of this research project is that AMPD personality traits were 
measured at the domain level in Study 2, as compared to the facet level in Study 1. Study 2 
was based on archival data in which only domain-level measurement was available. Thus, 
compared to Study 2, Study 1 findings provide a more nuanced understanding of AMPD 
BPD relevant trait dimensions in relation to IPV variables. This limitation affected trait 
comparisons across Study 1 and Study 2 to some extent, and perhaps provides a further 
reason why Study 2 AMPD BPD trait domain dimensions did not show a consistent 
advantage over and above traditional BPD. A further issue was that coercive control IPV was 
measured in Study 2 but not Study 1. Though the CTS has proven to be a reliable tool for 
measuring the prevalence and frequency of specific acts of abuse, the psychological 
aggression scale included in the revised CTS-2 (Straus, Hamby, Boney-McCoy, & Sugarman, 
1996) does not capture a comprehensive range of controlling tactics (Myhill, 2015). Research 
suggests that coercive control is a distinct and important form of IPV perpetration (Stark, 
2007), and it’s inclusion in Study 1 would have indicated any  BPD trait facets involved in 
this type of IPV, as well as any effect of gender. Study 2 did not indicate any association 
between BPD domains and coercive control IPV, however effects may have been detected at 
the lower trait facet level. Finally, given the higher prevalence of IPV in same-sex couples 
(Greenwood et al., 2002; Tjaden, Thoennes, & Allison, 1999), whether participants 
perpetrated IPV against same-sex or opposite-sex partners ought to be assessed in future 




research using larger samples. This information was considered beyond the scope of this 
research project due to the limited sample size of Study 1, and because this information was 
not available for Study 2.   
Conclusions  
This research project compared the association between BPD and IPV perpetration, 
using both traditional and AMPD trait dimensional operationalisations of BPD. In line with 
previous research, BPD was meaningfully associated with all IPV types (Hines, 2008). 
Contrary to previous research (Hines, 2008), gender differences were observed, with 
traditional BPD more strongly associated with psychological IPV, past year sexual IPV, and 
variety of IPV tactics for men. Traditional BPD, overall AMPD BPD score (impairment and 
trait dimensions) and AMPD BPD trait dimensions were approximately equally associated 
with the perpetration of IPV, although traditional BPD demonstrated an advantage in regards 
to psychological IPV. This result further supports the construct validity of the AMPD trait 
BPD profile, in that it seems to be associated with the same nomological network as 
traditional BPD measures, but also indicates the continued relevance of the symptoms and 
traits that comprise the traditional BPD construct. It is important that the AMPD model 
operationalisation provides coverage of all traits and features of traditional categorical BPD, 
and this study adds to evidence suggesting that some modifications are necessary.  
This research project also expands upon the understanding of the BPD and IPV link 
by highlighting the specific AMPD BPD personality traits involved. Study 1 results in 
indicated that of AMPD BPD relevant trait facets, hostility (negative affectivity domain) was 
the most influential in relation to psychological and physical IPV, whereas risk taking and 
suspiciousness (disinhibition domain) were the most important predictors of sexual IPV. 
Other negative affectivity trait facets (i.e. emotional lability, anxiousness) were shown to be 
associated with IPV by men only, and this may reflect that men have a greater tendency 




externalise these traits through aggressive behaviour, while women are more likely to 
internalise. Future research should test the association between AMPD BPD relevant trait 
facets and IPV perpetration in a larger sample, as it is considered likely that this study did not 
have sufficient power to detect all gender differences. AMPD traits were examined at the 
domain level in Study 2, and only the disinhibition domain was associated with self-reported 
physical IPV, whereas disinhibition and negative affectivity were associated with emotional 
IPV.  
A further goal of this research project was to examine the effectiveness of IPV 
intervention programmes for male IPV perpetrators with varying degrees of BPD 
symptomology. Traditional BPD and AMPD trait dimensions were meaningfully associated 
with increased risk of IPV treatment programme dismissal, IPV recidivism, as well as general 
recidivism, in a one year follow up period. To further develop understanding of BPD 
(traditional and AMPD trait dimensions) and IPV treatment outcomes, future research should 
examine how women with BPD symptomology fare within IPV treatment programmes, in 
terms of completion, participation and recidivism. In addition, given the lack of evidence for 
the efficacy of the current Duluth and CBT based IPV intervention programmes, new 
approaches to IPV treatment are justified. A DBT approach may be effective for IPV 
offenders with BPD symptomology, as well as IPV offenders in general (Fruzzetti & 












Agostinelli, C., Basu, A., Filzmoser, P., & Mukherjee, D. (2016). Recent advances in robust 
statistics : theory and applications. New Delhi, India: Springer. 
Al-Dajani, N., Gralnick, T. M., & Bagby, R. M. (2016). A Psychometric Review of the 
Personality Inventory for DSM–5 (PID–5): Current Status and Future Directions. 
Journal of Personality Assessment, 98(1), 62-81. 
doi:10.1080/00223891.2015.1107572 
Amad, A., Ramoz, N., Thomas, P., Jardri, R., & Gorwood, P. (2014). Genetics of borderline 
personality disorder: Systematic review and proposal of an integrative model. 
Neuroscience & Biobehavioral Reviews, 40, 6-19. 
doi:https://doi.org/10.1016/j.neubiorev.2014.01.003 
American Psychiatric Association. (2000). Diagnostic and statistical manual of mental 
disorders (4th ed., Text Revision). Washington, DC. 
American Psychiatric Association. (2006). Quick reference to the American Psychiatric 
Association practice guidelines for the treatment of psychiatric disorders. 
Compendium 2006. Arlington, VA: American Psychiatric Association. 
American Psychiatric Association. (2013). Diagnostic and statistical manual of mental 
disorders : DSM-5 (5th ed. ed.). Washington, D.C.: American Psychiatric Publishing. 
American Psychiatric Association. Work Group to Revise, D. S. M., III. (1987). Diagnostic 
and statistical manual of mental disorders : DSM-III-R (3rd ed., rev. ed.). 
Washington, DC: American Psychiatric Association. 
Anderson, J., Sellbom, M., Sansone, R., & Songer, D. (2016). Comparing External Correlates 
of DSM-5 Section II and Section III Dimensional Trait Operationalizations of 
Borderline Personality Disorder. Journal of Personality Disorders, 30(2), 193-210. 
doi:10.1521/pedi_2015_29_189 




Anderson, J. L., & Sellbom, M. (2018). Evaluating the DSM-5 Section III personality 
disorder impairment criteria. Personality disorders, 9(1), 51-61. 
doi:10.1037/per0000217 
Anderson, J. L., Sellbom, M., Ayearst, L., Quilty, L. C., Chmielewski, M., & Bagby, R. M. 
(2015). Associations between DSM-5 section III personality traits and the Minnesota 
Multiphasic Personality Inventory 2-Restructured Form (MMPI-2-RF) scales in a 
psychiatric patient sample. Psychological Assessment, 27(3), 801-815. 
doi:10.1037/pas0000096 
Anderson, J. L., Sellbom, M., Bagby, R. M., Quilty, L. C., Veltri, C. O. C., Markon, K. E., & 
Krueger, R. F. (2013). On the Convergence Between PSY-5 Domains and PID-5 
Domains and Facets: Implications for Assessment of DSM-5 Personality Traits. 
Assessment, 20(3), 286-294. doi:10.1177/1073191112471141 
Andrews, D. A., & Bonta, J. (2010). Rehabilitating criminal justice policy and practice. 
Psychology, Public Policy, and Law, 16(1), 39-55. doi:10.1037/a0018362 
Archer, J. (2000). Sex Differences in Aggression Between Heterosexual Partners: A Meta-
Analytic Review. Psychological Bulletin, 126(5), 651-680. doi:10.1037/0033-
2909.126.5.651 
Archer, J. (2002). Sex differences in physically aggressive acts between heterosexual 
partners: A meta-analytic review. Aggression and Violent Behavior, 7(4), 313-351. 
doi:10.1016/S1359-1789(01)00061-1 
Arens, E. A., Grabe, H.-J., Spitzer, C., & Barnow, S. (2011). Testing the biosocial model of 
borderline personality disorder: Results of a prospective 5-year longitudinal study. 
Personality and Mental Health, 5(1), 29-42. doi:10.1002/pmh.143 
Arias, E., Arce, R., & Vilariño, M. (2013). Batterer intervention programmes: A meta-
analytic review of effectiveness. Psychosocial Intervention, 22(2), 153-160.  




Armenti, N. A., & Babcock, J. C. (2018). Borderline Personality Features, Anger, and 
Intimate Partner Violence: An Experimental Manipulation of Rejection. Journal of 
Interpersonal Violence, 0(0), 0886260518771686. doi:10.1177/0886260518771686 
Ashton, M. C., Lee, K., de Vries, R. E., Hendrickse, J., & Born, M. P. (2012). The 
maladaptive personality traits of the Personality Inventory for DSM-5 (PID-5) in 
relation to the HEXACO personality factors and Schizotypy/Dissociation. Journal of 
Personality Disorders, 26, 641-659.  
Babcock, Green, & Robie. (2004). Does batterers' treatment work? A meta-analytic review of 
domestic violence treatment. Clinical Psychology Review, 23(8), 1023-1053. 
doi:https://doi.org/10.1016/j.cpr.2002.07.001 
Babcock, J., Armenti, N., Cannon, C., Lauve-Moon, K., Buttell, F., Ferreira, R., . . . Solano, 
I. (2016). Domestic Violence Perpetrator Programs: A Proposal for Evidence-Based 
Standards in the United States.  
Bach, B., & Hutsebaut, J. (2018). Level of Personality Functioning Scale–Brief Form 2.0: 
Utility in Capturing Personality Problems in Psychiatric Outpatients and Incarcerated 
Addicts. Journal of Personality Assessment, 100(6), 660-670. 
doi:10.1080/00223891.2018.1428984 
Bach, B., & Sellbom, M. (2016). Continuity between DSM-5 Categorical Criteria and Traits 
Criteria for Borderline Personality Disorder. The Canadian Journal of Psychiatry, 
61(8), 489-494. doi:10.1177/0706743716640756 
Bandelow, B., Krause, J., Wedekind, D., Broocks, A., Hajak, G., & Rüther, E. (2005). Early 
traumatic life events, parental attitudes, family history, and birth risk factors in 
patients with borderline personality disorder and healthy controls. Psychiatry 
Research, 134(2), 169-179. doi:10.1016/j.psychres.2003.07.008 




Barner, J. R., & Carney, M. M. (2011). Interventions for Intimate Partner Violence: A 
Historical Review. Journal of Family Violence, 26(3), 235-244. doi:10.1007/s10896-
011-9359-3 
Barnow, S., Stopsack, M., Grabe, H. J., Meinke, C., Spitzer, C., Kronmüller, K., & 
Sieswerda, S. (2009). Interpersonal evaluation bias in borderline personality disorder. 
Behaviour Research and Therapy, 47(5), 359-365. 
doi:https://doi.org/10.1016/j.brat.2009.02.003 
Bartz, J., Simeon, D., Hamilton, H., Kim, S., Crystal, S., Braun, A., . . . Hollander, E. (2011). 
Oxytocin can hinder trust and cooperation in borderline personality disorder. Social 
Cognitive & Affective Neuroscience, 6(5), 556-563.  
Bateman, A., & Fonagy, P. (2004). Psychotherapy for borderline personality disorder : 
mentalization-based treatment. Oxford: Oxford University Press. 
Bates, E. A., Graham-Kevan, N., Bolam, L. T., & Thornton, A. J. V. (2017). A Review of 
Domestic Violence Perpetrator Programs in the United Kingdom. Partner Abuse(1), 
3-46. doi:10.1891/1946-6560.8.1.3 
Becker, D. F., Grilo, C. M., Edell, W. S., & McGlashan, T. H. (2000). Comorbidity of 
Borderline Personality Disorder With Other Personality Disorders in Hospitalized 
Adolescents and Adults. American Journal of Psychiatry, 157(12), 2011-2016. 
doi:10.1176/appi.ajp.157.12.2011 
Ben-Porath, Y. S., & Tellegen, A. (2008). MMPI-2-RF, Minnesota Multiphasic Personality 
Inventory-2 Restructured Form: manual for administration, scoring and 
interpretation. 
Birkley, E. L., & Eckhardt, C. I. (2015). Anger, hostility, internalizing negative emotions, and 
intimate partner violence perpetration: A meta-analytic review. Clinical Psychology 
Review, 37, 40-56. doi:https://doi.org/10.1016/j.cpr.2015.01.002 




Black, D. W., Blum, N., Pfohl, B., & Hale, N. (2004). Suicidal behavior in borderline 
personality disorder: prevalence, risk factors, prediction, and prevention., 18(3), 226-
239. doi:10.1521/pedi.18.3.226.35445 
Black, D. W., Pfohl, B., Blum, N., McCormick, B., Allen, J., North, C. S., . . . Zimmerman, 
M. (2011). Attitudes toward borderline personality disorder: a survey of 706 mental 
health clinicians. CNS spectrums, 16(3), 67. doi:10.1017/S109285291200020X 
Bogat, G. A., Dejonghe, E., Levendosky, A. A., Davidson, W. S., & Von Eye, A. (2006). 
Trauma symptoms among infants exposed to intimate partner violence. Child Abuse 
& Neglect, 30(2), 109-125. doi:10.1016/j.chiabu.2005.09.002 
Bogat, G. A., Levendosky, A. A., & Eye, A. V. (2005). The Future of Research on Intimate 
Partner Violence: Person‐Oriented and Variable‐Oriented Perspectives. American 
Journal of Community Psychology, 36(1-2), 49-70. doi:10.1007/s10464-005-6232-7 
Bornovalova, M. A., Hicks, B. M., Iacono, W. G., & McGue, M. (2009). Stability, change, 
and heritability of borderline personality disorder traits from adolescence to 
adulthood: A longitudinal twin study. Development and Psychopathology, 21(4), 
1335-1353. doi:10.1017/S0954579409990186 
Bowlby, J. (1973). Attachment and Loss: Separation: anxiety and anger. New York: Basic 
Books. 
Breiding, M. J. (2014). Prevalence and Characteristics of Sexual Violence, Stalking, and 
Intimate Partner Violence Victimization—National Intimate Partner and Sexual 
Violence Survey, United States, 2011. Morbidity and mortality weekly report. 
Surveillance summaries (Washington, D.C. : 2002), 63(8), 1-18.  
Breiding, M. J., Basile, K. C., Smith, S. G., Black, M. C., & Mahendra, R. R. (2015). 
Intimate partner violence surveillance: uniform definitions and recommended data 
elements, Version 2.0. . Alanta (GA)  




Breiding, M. J., Black, M. C., & Ryan, G. W. (2008). Chronic Disease and Health Risk 
Behaviors Associated with Intimate Partner Violence—18 U.S. States/Territories, 
2005. Annals of Epidemiology, 18(7), 538-544. 
doi:https://doi.org/10.1016/j.annepidem.2008.02.005 
Brooke, S., & Horn, N. (2010). The meaning of self-injury and overdosing amongst women 
fulfilling the diagnostic criteria for ‘borderline personality disorder’. Psychology and 
Psychotherapy: Theory, Research and Practice, 83(2), 113-128. 
doi:doi:10.1348/147608309X468211 
Brown, T. A., & Sellbom, M. (2019). Further Validation of the MMPI-2-RF Personality 
Disorder Spectra Scales. Under review.  
Campbell, J. C., Baty, M. L., Ghandour, R. M., Stockman, J. K., Francisco, L., & Wagman, J. 
(2008). The intersection of intimate partner violence against women and HIV/AIDS: a 
review. International Journal of Injury Control and Safety Promotion, 15(4), 221-
231. doi:10.1080/17457300802423224 
Cannon, C., Hamel, J., Buttell, F., & Ferreira, R. (2016). A Survey of Domestic Violence 
Perpetrator Programs in the United States and Canada: Findings and Implications for 
Policy and Intervention. Partner Abuse, 7(3), 226-276. doi:10.1891/1946-
6560.7.3.226 
Cantos, A., & O'Leary, K. (2014). One Size Does Not Fit All in Treatment of Intimate 
Partner Violence. Partner Abuse, 5(2), 204-236. doi:10.1891/1946-6560.5.2.204 
Carbajosa, P., Catalá-Miñana, A., Lila, M., & Gracia, E. (2017). Differences in treatment 
adherence, program completion, and recidivism among batterer subtypes. The 
European Journal of Psychology Applied to Legal Context, 9(2), 93-101. 
doi:https://doi.org/10.1016/j.ejpal.2017.04.001 




Catalano, S., Smith, E., Snyder, H., & Rand, M. (2009 ). Selected findings: female victims of 
violence Washington DC. 
Cavicchioli, M., Fossati, A., & Maffei, C. (2017). The extent of dissociation in borderline 
personality disorder: A meta-analytic review AU - Scalabrini, Andrea. Journal of 
Trauma & Dissociation, 18(4), 522-543. doi:10.1080/15299732.2016.1240738 
Chan, K. L. (2011). Gender differences in self-reports of intimate partner violence: A review. 
Aggression and Violent Behavior, 16(2), 167-175. 
doi:https://doi.org/10.1016/j.avb.2011.02.008 
Chan, W., & Rigakos, G. S. (2002). Risk, Crime and Gender. The British Journal of 
Criminology, 42(4), 743-761. doi:10.1093/bjc/42.4.743 
Chang, B., Sharp, C., & Ha, C. (2011). The Criterion Validity of the Borderline Personality 
Features Scale for Children in an Adolescent Inpatient Setting. Journal of Personality 
Disorders, 25(4), 492-503. doi:10.1521/pedi.2011.25.4.492 
Chaput, Y., & Lebel, M.-J. (2007). Demographic and Clinical Profiles of Patients Who Make 
Multiple Visits to Psychiatric Emergency Services. Psychiatric Services, 58(3), 335-
341. doi:10.1176/ps.2007.58.3.335 
Child, N. S. C. o. t. D. (2014). Excessive stress disrupts the development of brain 
architecture. Journal of Children's Services, 9(2), 143-153. doi:10.1108/JCS-01-2014-
0006 
Church, A. T. (1994). Relating the Tellegen and Five-Factor Models of Personality Structure. 
Journal of Personality and Social Psychology, 67(5), 898-909. doi:10.1037/0022-
3514.67.5.898 
Clarkin, J. F., Lenzenweger, M. F., Yeomans, F., Levy, K. N., & Kernberg, O. F. (2007). An 
object relations model of borderline pathology. . Journal of Personality Disorders, 
21(5), 479-499. doi:10.1521/pedi.2007.21.5.474 




Cleary, M., Siegfried, N., & Walter, G. (2002). Experience, knowledge and attitudes of 
mental health staff regarding clients with a borderline personality disorder. 
International Journal of Mental Health Nursing, 11(3), 186-191. doi:10.1046/j.1440-
0979.2002.00246.x 
Cohen J. (1988). Statistical Power Analysis for the Behavioral Sciences. New York: 
Routledge Academic. 
Coker, A., Smith, P., Bethea, L., King, M., & McKeown, R. (2000). Physical health 
consequences of physical and psychological intimate partner violence. Archives of 
Family Medicine, 9(5), 451-457. doi:10.1001/archfami.9.5.451 
Condino, V., Tanzilli, A., Speranza, A. M., & Lingiardi, V. (2016). Therapeutic interventions 
in intimate partner violence: an overview. Research in Psychotherapy: 
Psychopathology, Process and Outcome. 19(2).  
Cramer, V., Torgersen, S., & Kringlen, E. (2006). Personality disorders and quality of life. A 
population study. Comprehensive Psychiatry, 47(3), 178-184. 
doi:10.1016/j.comppsych.2005.06.002 
Cristea, I. A., Gentili, C., Cotet, C. D., Palomba, D., Barbui, C., & Cuijpers, P. (2017). 
Efficacy of Psychotherapies for Borderline Personality Disorder: A Systematic 
Review and Meta-analysisEfficacy of Psychotherapies for Borderline Personality 
DisorderEfficacy of Psychotherapies for Borderline Personality Disorder. JAMA 
Psychiatry, 74(4), 319-328. doi:10.1001/jamapsychiatry.2016.4287 
Crofford, L. J. (2007). Violence, Stress, and Somatic Syndromes. Trauma, Violence, & 
Abuse, 8(3), 299-313. doi:10.1177/1524838007303196 
Cunha, O., & Gonçalves, R. A. (2013). Intimate partner violence offenders: Generating a 
data-based typology of batterers and implications for treatment. The European 




Journal of Psychology Applied to Legal Context, 5(2), 131-139. 
doi:https://doi.org/10.5093/ejpalc2013a2 
De Fruyt, F., De Clercq, B., De Bolle, M., Wille, B., Markon, K., & Krueger, R. F. (2013). 
General and Maladaptive Traits in a Five-Factor Framework for DSM-5 in a 
University Student Sample. Assessment, 20(3), 295-307. 
doi:10.1177/1073191113475808 
Dell, P. F., & Korzekwa, M. (2017). Comparing the symptoms and mechanisms of 
“dissociation” in dissociative identity disorder and borderline personality disorder AU 
- Laddis, Andreas. Journal of Trauma & Dissociation, 18(2), 139-173. 
doi:10.1080/15299732.2016.1194358 
Dell, P. F., Links, P. S., Thabane, L., & Fougere, P. (2009). Dissociation in Borderline 
Personality Disorder: A Detailed Look AU - Korzekwa, Marilyn I. Journal of Trauma 
& Dissociation, 10(3), 346-367. doi:10.1080/15299730902956838 
Derryberry, D., & Tucker, D. M. (1992). Neural mechanisms of emotion. Journal of 
Consulting and Clinical Psychology, 60(3), 329-338. doi:10.1037/0022-
006X.60.3.329 
Devries, K. M., Mak, J. Y. T., García-Moreno, C., Petzold, M., Child, J. C., Falder, G., . . . 
Watts, C. H. (2013). The Global Prevalence of Intimate Partner Violence Against 
Women. Science, 340(6140).  
Díaz-Batanero, C., Ramírez-López, J., Domínguez-Salas, S., Fernández-Calderón, F., & 
Lozano, Ó. M. (2017). Personality Inventory for DSM-5–Short Form (PID-5-SF): 
Reliability, Factorial Structure, and Relationship With Functional Impairment in Dual 
Diagnosis Patients. Assessment, 26(5), 853-866. doi:10.1177/1073191117739980 
Distel, M. A., Trull, T. J., Derom, C. A., Thiery, E. W., Grimmer, M. A., Martin, N. G., . . . 
Boomsma, D. I. (2008). Heritability of borderline personality disorder features is 




similar across three countries. Psychological Medicine, 38(9), 1219-1229. 
doi:10.1017/S0033291707002024 
Dixon, L., Archer, J., & Graham‐Kevan, N. (2012). Perpetrator programmes for partner 
violence: Are they based on ideology or evidence? Legal and Criminological 
Psychology, 17(2), 196-215. doi:10.1111/j.2044-8333.2011.02029.x 
Dixon, L., & Browne, K. (2003). The heterogeneity of spouse abuse: a review. Aggression 
and Violent Behavior, 8(1), 107-130. doi:https://doi.org/10.1016/S1359-
1789(02)00104-0 
Dobash, R. E., & Dobash, R. P. (1988). Research as social action: The struggle for battered 
women. In K. Yllö & M. Bograd (Eds.), Feminist perspectives on wife abuse. 
Thousand Oaks, CA, US: Sage Publications, Inc. 
Donegan, N. H., Sanislow, C. A., Blumberg, H. P., Fulbright, R. K., Lacadie, C., Skudlarski, 
P., . . . Wexler, B. E. (2003). Amygdala hyperreactivity in borderline personality 
disorder: implications for emotional dysregulation. Biological Psychiatry, 54(11), 
1284-1293. doi:https://doi.org/10.1016/S0006-3223(03)00636-X 
Donges, U.-S., Dukalski, B., Kersting, A., & Suslow, T. (2015). Automatic processing of 
facial affects in patients with borderline personality disorder: associations with 
symptomatology and comorbid disorders. Annals of General Psychiatry, 14(1), 20. 
doi:10.1186/s12991-015-0058-y 
Dowgwillo, E. A., Ménard, K. S., Krueger, R. F., & Pincus, A. L. (2016). DSM-5 
Pathological Personality Traits and Intimate Partner Violence Among Male and 
Female College Students. Violence Vict(3), 416-437. doi:10.1891/0886-6708.VV-D-
14-00109 




Dyck, M., Habel, U., Slodczyk, J., Schlummer, J., Backes, V., Schneider, F., & Reske, M. 
(2009). Negative bias in fast emotion discrimination in borderline personality 
disorder. Psychological Medicine, 39(5), 855-864. doi:10.1017/S0033291708004273 
Eaton, N. R., Keyes, K. M., Krueger, R. F., Balsis, S., Skodol, A. E., Markon, K. E., . . . 
Hasin, D. S. (2012). An invariant dimensional liability model of gender differences in 
mental disorder prevalence: Evidence from a national sample. Journal of Abnormal 
Psychology, 121(1), 282-288. doi:10.1037/a0024780 
Eaton, N. R., Krueger, R. F., South, S. C., Simms, L. J., & Clark, L. A. (2011). Contrasting 
prototypes and dimensions in the classification of personality pathology: evidence that 
dimensions, but not prototypes, are robust. Psychological Medicine, 41(6), 1151-
1163. doi:10.1017/S0033291710001650 
Eckhardt, C., Murphy, C., Whitaker, D., Sprunger, J., Dykstra, R., & Woodard, K. (2013). 
The Effectiveness of Intervention Programs for Perpetrators and Victims of Intimate 
Partner Violence. Partner Abuse, 4(2), 196-231. doi:10.1891/1946-6560.4.2.196 
Edleson, J. L. (1999). Children's Witnessing of Adult Domestic Violence. Journal of 
Interpersonal Violence, 14(8), 839-870. doi:10.1177/088626099014008004 
El-Gabalawy, R., Katz, L. Y., & Sareen, J. (2010). Comorbidity and Associated Severity of 
Borderline Personality Disorder and Physical Health Conditions in a Nationally 
Representative Sample. Psychosomatic Medicine, 72(7), 641-647. 
doi:10.1097/PSY.0b013e3181e10c7b 
Elsner, D., Broadbear, J. H., & Rao, S. (2018). What is the clinical significance of chronic 
emptiness in borderline personality disorder? Australasian Psychiatry, 26(1), 88-91. 
doi:10.1177/1039856217734674 




Feder, & Wilson. (2005a). A meta-analytic review of court-mandated batterer intervention 
programs: Can courts affect abusers’ behavior? Journal of Experimental Criminology, 
1(2), 239-262. doi:10.1007/s11292-005-1179-0 
Feder, L., & Wilson, D. (2005b). A meta-analytic review of court-mandated batterer 
intervention programs: Can courts affect abusers’ behavior? Journal of Experimental 
Criminology, 1(2), 239-262. doi:10.1007/s11292-005-1179-0 
Fertuck, E., & Stanley, B. (2006). Cognitive disturbance in borderline personality disorder: 
Phenomenologic, social cognitive, and neurocognitive findings. Current Psychosis & 
Therapeutic Reports, 4, 105-111. doi:10.1007/BF02629331 
First, M., Spitzer, R. L., Gibbon, M., & Williams, J. (1997). Structured clinical interview for 
DSM-IV (SCID-I) (user’s guide and interview) research version. . New York. 
Follette, V. M., Polusny, M. A., Bechtle, A. E., & Naugle, A. E. (1996). Cumulative trauma: 
The impact of child sexual abuse, adult sexual assault, and spouse abuse. Journal of 
Traumatic Stress, 9(1), 25-35. doi:10.1002/jts.2490090104 
Fonagy, P. (1989). On Tolerating Mental States: Theory of Mind in Borderline Personality. 
Bulletin of the Anna Freud Centre, 12(2), 91-115.  
Fonagy, P., & Bateman, A. (2008). THE DEVELOPMENT OF BORDERLINE 
PERSONALITY DISORDER-A MENTALIZING MODEL. Journal of Personality 
Disorders, 22(1), 4-21. doi:10.1521/pedi.2008.22.1.4 
Fonagy, P., & Luyten, P. (2009). A developmental, mentalization-based approach to the 
understanding and treatment of borderline personality disorder. Development and 
Psychopathology, 21(4), 1355-1381. doi:10.1017/S0954579409990198 
Fonagy, P., Luyten, P., Moulton-Perkins, A., Lee, Y.-W., Warren, F., Howard, S., . . . 
Lowyck, B. (2016). Development and Validation of a Self-Report Measure of 




Mentalizing: The Reflective Functioning Questionnaire. PLOS ONE, 11(7), 
e0158678. doi:10.1371/journal.pone.0158678 
Fonagy, P., Target, M., Gergely, G., Allen, J. G., & Bateman, A. W. (2003). The 
Developmental Roots of Borderline Personality Disorder in Early Attachment 
Relationships: A Theory and Some Evidence. Psychoanalytic Inquiry, 23(3), 412-459. 
doi:10.1080/07351692309349042 
Fraser, K., & Gallop, R. (1993). Nurses' confirming/disconfirming responses to patients 
diagnosed with borderline personality disorder. Archives of Psychiatric Nursing, 7(6), 
336-341. doi:https://doi.org/10.1016/0883-9417(93)90051-W 
Fruzzetti, A. E., & Levensky, E. R. (2000). Dialectical behavior therapy for domestic 
violence: Rationale and procedures. Cognitive and Behavioral Practice, 7(4), 435-
447. doi:https://doi.org/10.1016/S1077-7229(00)80055-3 
Gabbard, G. (2005). Mind, Brain, and Personality Disorders. In G. Gabbard (Ed.), (Vol. 162, 
pp. 648-655). 
Garcia-Moreno, C., & Watts, C. (2011). Violence against women: an urgent public health 
priority. Bulletin of the World Health Organization, 89(1), 2. 
doi:10.2471/BLT.10.085217 
Gardner, K., & Qualter, P. (2009). Reliability and validity of three screening measures of 
borderline personality disorder in a nonclinical population. Personality and Individual 
Differences, 46(5), 636-641. doi:10.1016/j.paid.2009.01.005 
Gaughan, E. T., Miller, J. D., Pryor, L. R., & Lynam, D. R. (2009). Comparing Two 
Alternative Measures of General Personality in the Assessment of Psychopathy: A 
Test of the NEO PI‐R and the MPQ. Journal of Personality, 77(4), 965-996. 
doi:10.1111/j.1467-6494.2009.00571.x 




Gauthier, D. K., & Bankston, W. B. (2004). “Who Kills Whom” Revisited: A Sociological 
Study of Variation in the Sex Ratio of Spouse Killings. Homicide Studies, 8(2), 96-
122. doi:10.1177/1088767903262400 
Gilbert, R., Widom, C. S., Browne, K., Fergusson, D., Webb, E., & Janson, S. (2009). 
Burden and consequences of child maltreatment in high-income countries. The 
Lancet, 373(9657), 68-81. doi:10.1016/S0140-6736(08)61706-7 
Goetz, A., & Shackelford, T. (2009). Sexual Coercion in Intimate Relationships: A 
Comparative Analysis of the Effects of Women’s Infidelity and Men’s Dominance 
and Control. Archives of Sexual Behavior, 38(2), 226-234. doi:10.1007/s10508-008-
9353-x 
Goldberg, L. R. (1990). An alternative "description of personality": The Big-Five factor 
structure. Journal of Personality and Social Psychology, 59(6), 1216-1229. 
doi:10.1037/0022-3514.59.6.1216 
Goldenson, J., Geffner, R., Foster, S. L., & Clipson, C. R. (2007). Female domestic violence 
offenders: their attachment security, trauma symptoms, and personality 
organization.(Report). Violence and Victims, 22(5), 532. 
doi:10.1891/088667007782312186 
Golding, J. M. (1999). Intimate Partner Violence as a Risk Factor for Mental Disorders: A 
Meta-Analysis. Journal of Family Violence, 14(2), 99-132. 
doi:10.1023/A:1022079418229 
Gonzalez, R. A., Igoumenou, A., Kallis, C., & Coid, J. W. (2016). Borderline personality 
disorder and violence in the UK population: categorical and dimensional trait 
assessment.(Report). BMC Psychiatry, 16(1). doi:10.1186/s12888-016-0885-7 




Gore, W. L., & Widiger, T. A. (2013). The DSM-5 Dimensional Trait Model and Five-Factor 
Models of General Personality. Journal of Abnormal Psychology, 122(3), 816-821. 
doi:10.1037/a0032822 
Graham-Bermann, S. A. (Ed.) (1998). The impact of woman abuse on children's social 
development: Research and theoretical perspectives. Washington, DC. : American 
Psychological Association. 
Graham, L. M., Sahay, K. M., Rizo, C. F., Messing, J. T., & Macy, R. J. (2019). The Validity 
and Reliability of Available Intimate Partner Homicide and Reassault Risk 
Assessment Tools: A Systematic Review. Trauma, Violence, & Abuse, 
1524838018821952. doi:10.1177/1524838018821952 
Grant, B. F., Chou, S. P., Goldstein, R. B., Huang, B., Stinson, F. S., Saha, T. D., . . . Ruan, 
W. J. (2008). Prevalence, correlates, disability, and comorbidity of DSM-IV 
borderline personality disorder: results from the Wave 2 National Epidemiologic 
Survey on Alcohol and Related Conditions. The Journal of clinical psychiatry, 69(4), 
533. doi:10.4088/JCP.v69n0404 
Greene, A. F., Coles, C. J., & Johnson, E. H. (1994). Psychopathology and anger in 
interpersonal violence offenders. Journal of Clinical Psychology, 50(6), 906-912. 
doi:doi:10.1002/1097-4679(199411)50:6<906::AID-JCLP2270500615>3.0.CO;2-J 
Greenwood, G. L., Relf, M. V., Huang, B., Pollack, L. M., Canchola, J. A., & Catania, J. A. 
(2002). Battering Victimization Among a Probability-Based Sample of Men Who 
Have Sex With Men. American Journal of Public Health, 92(12), 1964-1969. 
doi:10.2105/AJPH.92.12.1964 
Griffin, S. A., & Samuel, D. B. (2014). A Closer Look at the Lower-Order Structure of the 
Personality Inventory for DSM-5 : Comparison With the Five-Factor Model. 




Personality Disorders: Theory, Research, and Treatment, 5(4), 406-412. 
doi:10.1037/per0000074 
Grilo, C. M., McGlashan, T. H., Morey, L. C., Gunderson, J. G., Skodol, A. E., Tracie Shea, 
M., . . . Stout, R. L. (2001). Internal consistency, intercriterion overlap and diagnostic 
efficiency of criteria sets for DSM‐IV schizotypal, borderline, avoidant and obsessive‐
compulsive personality disorders. Acta Psychiatrica Scandinavica, 104(4), 264-272. 
doi:10.1111/j.1600-0447.2001.00436.x 
Grilo, M. C., Sanislow, A. C., & McGlashan, H. T. (2002). CO-OCCURRENCE OF DSM-
IV PERSONALITY DISORDERS WITH BORDERLINE PERSONALITY 
DISORDER. The Journal of Nervous and Mental Disease, 190(8), 552-554. 
doi:10.1097/00005053-200208000-00010 
Gudjonsson, G. H. (1999). Remorse and reparation. London: Jessica Kingsley Publishers. 
Gudjonsson, G. H., & Sigurdsson, J. F. (2000). Differences and similarities between violent 
offenders and sex offenders. Child Abuse & Neglect, 24(3), 363-372. 
doi:https://doi.org/10.1016/S0145-2134(99)00150-7 
Gunderson, J., Herpertz, S., Skodol, A., Torgersen, S., & Zanarini, M. (2018). Borderline 
personality disorder. Nature Reviews Disease Primers, 4. doi:10.1038/nrdp.2018.29 
Gunderson, J., & Lyons-Ruth, K. (2008). BPD's Interpersonal Hypersensitivity Phenotype: A 
Gene-Environment-Developmental Model. Journal of Personality Disorders, 22(1). 
doi:10.1521/pedi.2008.22.1.22 
Gunderson, J. G., Fruzzetti, A., Unruh, B., & Choi-Kain, L. (2018). Competing Theories of 
Borderline Personality Disorder. Journal of Personality Disorders, 32(2), 148-167. 
doi:10.1521/pedi.2018.32.2.148 
Gunderson, J. G., Stout, R. L., McGlashan, T. H., Shea, M. T., Morey, L. C., Grilo, C. M., . . 
. Skodol, A. E. (2011). Ten-year course of borderline personality disorder: 




psychopathology and function from the Collaborative Longitudinal Personality 
Disorders study. Archives of General Psychiatry, 68(8), 827. 
doi:10.1001/archgenpsychiatry.2011.37 
Gunderson, J. G., Zanarini, M. C., Choi-Kain, L. W., Mitchell, K. S., Jang, K. L., & Hudson, 
J. I. (2011). Family study of borderline personality disorder and its sectors of 
psychopathology. Archives of General Psychiatry, 68(7), 753. 
doi:10.1001/archgenpsychiatry.2011.65 
Hamberger, L., & Hastings, J. (1986). Personality correlates of men who abuse their partners: 
A cross-validation study. Journal of Family Violence, 1(4), 323-341. 
doi:10.1007/BF00978276 
Hamberger, L., & Hastings, J. (1991). Personality correlates of men who batter and 
nonviolent men: Some continuities and discontinuities. Journal of Family Violence, 
6(2), 131-147. doi:10.1007/BF00978715 
Hamberger, L., & Larsen, S. (2015). Men’s and Women’s Experience of Intimate Partner 
Violence: A Review of Ten Years of Comparative Studies in Clinical Samples Part I. 
Journal of Family Violence, 30(6), 699-717. doi:10.1007/s10896-015-9732-8 
Hamberger, L. K., Lohr, J. M., Bonge, D., & Tolin, D. F. (1996). A large sample empirical 
typology of male spouse abusers and its relationship to dimension of abuse. 11(4). 
doi:10.1891/0886-6708.11.4.277 
Harkness, A. R., Finn, J. A., McNulty, J. L., & Shields, S. M. (2012). The Personality 
Psychopathology—Five (PSY–5): Recent Constructive Replication and Assessment 
Literature Review. Psychological Assessment, 24(2), 432-443. doi:10.1037/a0025830 
Harkness, A. R., & McNulty, J. L. (1994). The Personality Psychopathology Five (PSY-5): 
Issues from the pages of a diagnostic manual instead of a dictionary. In 




Differentiating normal and abnormal personality. (pp. 291-315). New York, NY, US: 
Springer Publishing Company. 
Harkness, A. R., & McNulty, J. L. (2007). Restructured versions of the MMPI-2 Personality 
Psychopathology Five (PSY-5) scales. Paper presented at the Meeting of the 
American Psychological Association, San Francisco, CA.  
Harkness, A. R., McNulty, J. L., & Ben-Porath, Y. S. (1995). The Personality 
Psychopathology Five (PSY-5): Constructs and MMPI–2 Scales. Psychological 
Assessment, 7(1), 104-114. doi:10.1037/1040-3590.7.1.104 
Hart, S. D., Dutton, D. G., & Newlove, T. (1993). The Prevalence of Personality Disorder 
Among Wife Assaulters. Journal of Personality Disorders, 7(4), 329-341. 
doi:10.1521/pedi.1993.7.4.329 
Hathaway, S. R., & McKinley, J. (1943). Manual for administering and scoring the MMPI: 
Minneapolis: National Computer Systems. 
Heise, L., Ellsberg, M., & Gottemoeller, M. (1999). Ending Violence Against Women. 
Population Reports, 27(4), 1.  
Heise, L., & Garcia Moreno, C. (2002). Violence by intimate partners In E. G. Krug, L. L. 
Dahberg, J. A. Mercy, A. B. Zwi, & R. Lozano (Eds.), World report on violence and 
health Geneva World Health Organization. 
Hines, D. A. (2008). Borderline Personality Traits and Intimate Partner Aggression: An 
International Multisite, Cross-Gender Analysis. Psychology of Women Quarterly, 
32(3), 290-302. doi:10.1111/j.1471-6402.2008.00437.x 
Hines, D. A., & Saudino, K. J. (2008). Personality and intimate partner aggression in dating 
relationships: the role of the “Big Five”. Aggressive Behavior, 34(6), 593-604. 
doi:10.1002/ab.20277 




Holtzworth-Munroe, A., & Meehan, J. C. (2004). Typologies of Men Who Are Maritally 
Violent:Scientific and Clinical Implications. Journal of Interpersonal Violence, 
19(12), 1369-1389. doi:10.1177/0886260504269693 
Holtzworth-Munroe, A., & Stuart, G. L. (1994). Typologies of Male Batterers: Three 
Subtypes and the Differences Among Them. Psychological Bulletin, 116(3), 476-497. 
doi:10.1037/0033-2909.116.3.476 
Hooley, J. M., & St. Germain, S. A. (2013). Borderline Personality Disorder In D. J. 
Miklowitz & L. W. Craighead (Eds.), Psychopathology History, Diagnosis, and 
Empirical Foundations (2 ed.): John Wilett & Sons. 
Hopwood, C. J., Kotov, R., Krueger, R. F., Watson, D., Widiger, T. A., Althoff, R. R., . . . 
Zimmermann, J. (2018). The time has come for dimensional personality disorder 
diagnosis. Personality and Mental Health, 12(1), 82-86. doi:10.1002/pmh.1408 
Huber, P. J. (1981). Robust statistics. New York: Wiley. 
Hughes, F. M., Stuart, G. L., Coop Gordon, K., & Moore, T. M. (2007). Predicting the use of 
aggressive conflict tactics in a sample of women arrested for domestic violence. 
Journal of Social and Personal Relationships, 24(2), 155-176. 
doi:10.1177/0265407507075406 
Huss, M., & Langhinrichsen-Rohling, J. (2006). Assessing the Generalization of Psychopathy 
in a Clinical Sample of Domestic Violence Perpetrators. Law and Human Behavior, 
30(5), 571-586. doi:10.1007/s10979-006-9052-x 
Huss, M. T., & Ralston, A. (2008). Do Batterer Subtypes Actually Matter? Treatment 
Completion, Treatment Response, and Recidivism Across a Batterer Typology. 
Criminal Justice and Behavior, 35(6), 710-724. doi:10.1177/0093854808316218 
Hutsebaut, J., Feenstra, D. J., & Kamphuis, J. H. (2016). Development and Preliminary 
Psychometric Evaluation of a Brief Self-Report Questionnaire for the Assessment of 




the DSM–5 Level of Personality Functioning Scale: The LPFS Brief Form (LPFS-
BF). Personality Disorders: Theory, Research, and Treatment, 7(2), 192-197. 
doi:10.1037/per0000159 
Hyler, S. E. (1994). Personality diagnositc questionnaire- 4+ (PDQ-4+). In. New York: New 
York State Psychiatric Institute. 
Hyler, S. E., Rieder, R. O., Williams, J. B. W., Spitzer, R. L., Hendler, J., & Lyons, M. 
(1988). The Personality Diagnostic Questionnaire: Development and Preliminary 
Results. Journal of Personality Disorders, 2(3), 229-237. 
doi:10.1521/pedi.1988.2.3.229 
Jaeger, S., Steinert, T., Uhlmann, C., Flammer, E., Bichescu-Burian, D., & Tschöke, S. 
(2017). Dissociation in patients with borderline personality disorder in acute inpatient 
care – A latent profile analysis. Comprehensive Psychiatry, 78, 67-75. 
doi:https://doi.org/10.1016/j.comppsych.2017.07.005 
Jaffe, P. G., Wolfe, D. A., & Wilson, S. K. (1990). Children of battered women (Vol. 21). 
Thousand Oaks, CA, US: Sage Publications, Inc. 
Johnson, M. P., & Leone, J. M. (2005). The Differential Effects of Intimate Terrorism and 
Situational Couple Violence: Findings From the National Violence Against Women 
Survey. Journal of Family Issues, 26(3), 322-349. doi:10.1177/0192513X04270345 
Jones, N. T., Ji, P., Beck, M., & Beck, N. (2002). The Reliability and Validity of the Revised 
Conflict Tactics Scale (CTS2) in a Female Incarcerated Population. Journal of Family 
Issues, 23(3), 441-457. doi:10.1177/0192513X02023003006 
Joyce, P. R., McHugh, P. C., McKenzie, J. M., Sullivan, P. F., Mulder, R. T., Luty, S. E., . . . 
Kennedy, M. A. (2006). A dopamine transporter polymorphism is a risk factor for 
borderline personality disorder in depressed patients. Psychological Medicine, 36(6), 
807-813. doi:10.1017/S0033291706007288 




Kaighobadi, F., Starratt, V. G., Shackelford, T. K., & Popp, D. (2008). Male mate retention 
mediates the relationship between female sexual infidelity and female-directed 
violence. Personality and Individual Differences, 44(6), 1422-1431. 
doi:https://doi.org/10.1016/j.paid.2007.12.010 
Kelly, J. B., & Johnson, M. P. (2008). Differentiation among types of intimate partner 
violence: research update and implications for interventions Family Court Review, 
46(3), 476-499. doi:10.1111/j.1744-1617.2008.00215.x 
Kendler, K. S., Aggen, S. H., Czajkowski, N., Røysamb, E., Tambs, K., Torgersen, S., . . . 
Reichborn-Kjennerud, T. (2008). The structure of genetic and environmental risk 
factors for DSM-IV personality disorders: a multivariate twin study. Archives of 
General Psychiatry, 65(12), 1438. doi:10.1001/archpsyc.65.12.1438 
Kernberg, O. (1967). Borderline personality organization. Journal of the American 
Psychoanalytic Association, 15(3), 641. doi:10.1177/000306516701500309 
Kernic, M. A., Wolf, M. E., Holt, V. L., McKnight, B., Huebner, C. E., & Rivara, F. P. 
(2003). Behavioral problems among children whose mothers are abused by an 
intimate partner. Child Abuse & Neglect, 27(11), 1231-1246. 
doi:10.1016/j.chiabu.2002.12.001 
Kessler, R. C., McGonagle, K. A., Zhao, S., Nelson, C. B., Hughes, M., Eshleman, S., . . . 
Kendler, K. S. (1994). Lifetime and 12-Month Prevalence of DSM-III-R Psychiatric 
Disorders in the United States: Results From the National Comorbidity Survey. JAMA 
Psychiatry, 51(1), 8-19. doi:10.1001/archpsyc.1994.03950010008002 
Klonsky, E. D. (2008). What is emptiness? Clarifying the 7th criterion for borderline 
personality disorder. . Journal of Personality Disorders, 22(4), 418-426. 
doi:10.1521/pedi.2008.22.4.418 




Koenigsberg, H. W. (2010). Affective instability: toward an integration of neuroscience and 
psychological perspectives. Journal of Personality Disorders, 24(1), 60-82. doi:- 
10.1521/pedi.2010.24.1.60 
Koss, M. P., Koss, P. G., & Woodruff, W. J. (1991). Deleterious effects of criminal 
victimization on women's health and medical utilization. Archives of Internal 
Medicine, 151(2), 342.  
Krueger, R. F., Derringer, J., Markon, K. E., Watson, D., & Skodol, A. E. (2012a). Initial 
construction of a maladaptive personality trait model and inventory for DSM-5. 
Psychological Medicine, 42(9), 1879-1890. doi:10.1017/S0033291711002674 
Krueger, R. F., Derringer, J., Markon, K. E., Watson, D., & Skodol, A. E. (2012b). Initial 
construction of a maladaptive personality trait model and inventory for DSM-5 – 
ERRATUM. Psychological Medicine, 42(9), 1891-1891. 
doi:10.1017/S0033291712000748 
Krueger, R. F., & Markon, K. E. (2014). The Role of the DSM-5 Personality Trait Model in 
Moving Toward a Quantitative and Empirically Based Approach to Classifying 
Personality and Psychopathology. Annual Review of Clinical Psychology, 10(1), 477-
501. doi:10.1146/annurev-clinpsy-032813-153732 
Kundakci, T., Kiziltan, E., Yargic, I. L., Tutkun, H., Bakim, B., Bozkurt, O., . . . Özdemir, Ö. 
(2003). The Axis-I Dissociative Disorder Comorbidity of Borderline Personality 
Disorder Among Psychiatric Outpatients AU - Sar, Vedat. Journal of Trauma & 
Dissociation, 4(1), 119-136. doi:10.1300/J229v04n01_08 
Laing, L., & Bobic, N. (2002). Economic costs of domestic violence. Retrieved from Sydney 
NSW:  
Langhinrichsen-Rohling, J., Huss, M., & Ramsey, S. (2000). The Clinical Utility of Batterer 
Typologies. Journal of Family Violence, 15(1), 37-53. doi:10.1023/A:1007597319826 




Lazarus, S. A., Cheavens, J. S., Festa, F., & Zachary, R. M. (2014). Interpersonal functioning 
in borderline personality disorder: A systematic review of behavioral and laboratory-
based assessments. Clinical Psychology Review, 34(3), 193-205. 
doi:10.1016/j.cpr.2014.01.007 
LeDoux, J. E. (1998). The emotional brain : the mysterious underpinnings of emotional life. 
London: Weidenfeld & Nicolson. 
Leibrich, J., Paulin, J., & Ransom, R. (1995). Hitting home: men speak about abuse of women 
partners. Wellington, New Zealand: Department of Justice. 
Lenzenweger, M. F., Lane, M. C., Loranger, A. W., & Kessler, R. C. (2007). DSM-IV 
Personality Disorders in the National Comorbidity Survey Replication. Biological 
Psychiatry, 62(6), 553-564. doi:https://doi.org/10.1016/j.biopsych.2006.09.019 
Levy, K. N. (2005). The implications of attachment theory and research for understanding 
borderline personality disorder. Development and Psychopathology, 17(4), 959-986. 
doi:10.1017/S0954579405050455 
Lieb, K., Rexhausen, J. E., Kahl, K. G., Schweiger, U., Philipsen, A., Hellhammer, D. H., & 
Bohus, M. (2004). Increased diurnal salivary cortisol in women with borderline 
personality disorder. Journal of Psychiatric Research, 38(6), 559-565. 
doi:10.1016/j.jpsychires.2004.04.002 
Lieb, K., Zanarini, M. C., Schmahl, C., Linehan, M. M., & Bohus, M. (2004). Borderline 
personality disorder. The Lancet, 364(9432), 453-461. 
doi:https://doi.org/10.1016/S0140-6736(04)16770-6 
Linehan, M. (1993a). Cognitive-behavioral treatment of borderline personality disorder. 
New York: Guilford Press. 
Linehan, M. (1993b). Skills training manual for treating borderline personality disorder. 
New York: Guilford Press. 




Linehan, M. M., Armstrong, H. E., Suarez, A., Allmon, D., & Heard, H. L. (1991). 
Cognitive-Behavioral Treatment of Chronically Parasuicidal Borderline Patients. 
JAMA Psychiatry, 48(12), 1060-1064. doi:10.1001/archpsyc.1991.01810360024003 
Links, P. S., & Heslegrave, R. J. (2000). Prospective studies of outcome: Understanding 
mechanisms of change in patients with borderline personality disorder. Psychiatric 
Clinics of North America, 23(1), 137-150.  
Liu, J., Nie, G., Guo, W., Gong, J., Xiao, B., Cui, X., . . . Wu, J. (2017). Association between 
the COMT gene val158met polymorphism and borderline personality disorder: A 
meta-analysis. In Psychiatry Research (Vol. 258, pp. 614-615). 
Livesley, J. W., Schroeder, M. L., Jackson, D. N., & Jang, K. L. (1994). Categorical 
Distinctions in the Study of Personality Disorder: Implications for Classification. 
Journal of Abnormal Psychology, 103(1), 6-17. doi:10.1037/0021-843X.103.1.6 
Livesley, W. J. (2003). Diagnostic dilemmas in classifying personality disorder. In Advancing 
DSM: Dilemmas in psychiatric diagnosis. (pp. 153-189). Arlington, VA, US: 
American Psychiatric Association. 
Lucente, S., Fals-Stewart, W., Richards, H., & Goscha, J. (2001). Factor Structure and 
Reliability of the Revised Conflict Tactics Scales for Incarcerated Female Substance 
Abusers. Journal of Family Violence, 16(4), 437-450. doi:10.1023/A:1012281027999 
Lundy, M., & Grossman, S. F. (2005). The mental health and service needs of young children 
exposed to domestic violence: Supportive data. Families in Society: The Journal of 
Contemporary Social Services, 86(1), 17-29. doi:10.1606/1044-3894.1873 
Lynam, D. R., Smith, G. T., Whiteside, S. P., & Cyders, M. A. (2006). The UPPSP: 
Assessing five personality pathways to impulsive behavior. Purdue University. West 
Lafayette, IN.  




M. T. Shea, R. Stout, J. Gunderson, L.C. Morey, C. M. Grilo, T. McGlashan, . . . M.B. 
Keller. (2002). Short-Term Diagnostic Stability of Schizotypal, Borderline, Avoidant, 
and Obsessive-Compulsive Personality Disorders. American Journal of Psychiatry, 
159(12), 2036-2041. doi:10.1176/appi.ajp.159.12.2036 
MacDonald, J. D. (2008). Measuring Personality Constructs: The Advantages and 
Disadvantages of Self Reports, Informant Reports and Behavioural Assessments. 
Enquire, 1(1), 75-94.  
Maffei, C., Fossati, A., Agostoni, I., Barraco, A., Bagnato, M., Deborah, D., . . . Petrachi, M. 
(1997). Interrater reliability and internal consistency of the structured clinical 
interview for DSM-IV axis II personality disorders (SCID-II), version 2.0. Journal of 
Personality Disorders, 11(3), 279-284. doi:10.1521/pedi.1997.11.3.279 
Maples, J. L., Carter, N. T., Few, L. R., Crego, C., Gore, W. L., Samuel, D. B., . . . Miller, J. 
D. (2015). Testing whether the DSM-5 personality disorder trait model can be 
measured with a reduced set of items: An item response theory investigation of the 
Personality Inventory for DSM-5. Psychological Assessment, 27(4), 1195-1210. 
doi:10.1037/pas0000120 
Markham, D. (2003). Attitudes towards patients with a diagnosis of ‘borderline personality 
disorder’: Social rejection and dangerousness. Journal of Mental Health, 12(6), 595-
612. doi:10.1080/09638230310001627955 
Markon, K. E., Krueger, R. F., & Watson, D. (2005). Delineating the Structure of Normal and 
Abnormal Personality: An Integrative Hierarchical Approach. Journal of Personality 
and Social Psychology, 88(1), 139-157. doi:10.1037/0022-3514.88.1.139 
Mauricio, A. M., & Lopez, F. G. (2009). A latent classification of male batterers. Violence 
and Victims, 24(4), 419. doi:10.1891/0886-6708.24.4.419 




Max, W., Rice, D. P., Finkelstein, E., Bardwell, R. A., & Leadbetter, S. (2004). The 
economic toll of intimate partner violence against women in the United States.(Author 
Abstract). Violence and Victims, 19(3), 259. doi:10.1891/088667004780905660 
McGlashan, T. H., Grilo, C. M., Skodol, A. E., Gunderson, J. G., Shea, M. T., Morey, L. C., . 
. . Stout, R. L. (2000). The Collaborative Longitudinal Personality Disorders Study: 
baseline Axis I/II and II/II diagnostic co‐occurrence. Acta Psychiatrica Scandinavica, 
102(4), 256-264. doi:10.1034/j.1600-0447.2000.102004256.x 
McKibbin, W. F., Starratt, V. G., Shackelford, T. K., & Goetz, A. T. (2011). Perceived Risk 
of Female Infidelity Moderates the Relationship Between Objective Risk of Female 
Infidelity and Sexual Coercion in Humans ( Homo sapiens ). Journal of Comparative 
Psychology, 125(3), 370-373. doi:10.1037/a0023146 
Miller, J. D., Few, L. R., Lynam, D. R., & Mackillop, J. (2015). Pathological Personality 
Traits Can Capture DSM–IV Personality Disorder Types. Personality Disorders: 
Theory, Research, and Treatment, 6(1), 32-40. doi:10.1037/per0000064 
Millon, T. (1996). Disorders of personality : DSM-IV and beyond (2nd ed. ed.). New York: 
Wiley. 
Millon, T., Davis, R., & Millon, C. (1997). The MCMI-III Manual, Second Edition. 
Minneapolis, MN: NCS Pearson, Inc. 
Moffitt, T. E., Krueger, R. F., Caspi, A., & Fagan, J. (2000). Partner abuse and general crime: 
How are they the same? How are they different?.  Criminology, 38(1), 199-232. 
doi:10.1111/j.1745-9125.2000.tb00888.x 
Moffitt, T. E., Robins, R. W., & Caspi, A. (2001). A couples analysis of partner abuse with 
implications for abuse-prevention policy. Criminology & Public Policy, 1(1), 5-36. 
doi:10.1111/j.1745-9133.2001.tb00075.x 




Morey, L. C. (1991). Personality Assessment Inventory: Professional manual. Odessa, FL: 
Psychological Assessment Resources. 
Morey, L. C., & Hopwood, C. J. (2019). Expert Preferences for Categorical, Dimensional, 
and Mixed/Hybrid Approaches to Personality Disorder Diagnosis. Journal of 
Personality Disorders, 1-8. doi:10.1521/pedi_2019_33_398 
Murphy, C. M., & Ting, L. (2010). The effects of treatment for substance use problems on 
intimate partner violence: A review of empirical data. Aggression and Violent 
Behavior, 15(5), 325-333. doi:https://doi.org/10.1016/j.avb.2010.01.006 
Myhill, A. (2015). Measuring Coercive Control: What Can We Learn From National 
Population Surveys? Violence Against Women, 21(3), 355-375. 
doi:10.1177/1077801214568032 
Neal, L. A., Fox, C., Carroll, N., Holden, M., & Barnes, P. (1997). Development and 
validation of a computerized screening test for personality disorders in DSM‐III‐R. 
Acta Psychiatrica Scandinavica, 95(4), 351-356. doi:10.1111/j.1600-
0447.1997.tb09643.x 
New, A. S., Perez-Rodriguez, M. M., & Ripoll, L. H. (2012). Neuroimaging and Borderline 
Personality Disorder. Psychiatric Annals, 42(2), 65-71. doi:10.3928/00485713-
20120124-07 
Newton, R. R., Connelly, C. D., & Landsverk, J. A. (2001). An Examination of Measurement 
Characteristics and Factorial Validity of the Revised Conflict Tactics Scale. 
Educational and Psychological Measurement, 61(2), 317-335. 
doi:10.1177/0013164401612011 
Ni, L. X., Sicard, L. T., Bulgin, L. N., Bismil, L. R., Chan, L. K., McMain, L. S., & Kennedy, 
L. J. (2007). Monoamine oxidase A gene is associated with borderline personality 
disorder. Psychiatric Genetics, 17(3), 153-157. doi:10.1097/YPG.0b013e328016831c 




Ni, X., Chan, K., Bulgin, N., Sicard, T., Bismil, R., McMain, S., & Kennedy, J. L. (2006). 
Association between serotonin transporter gene and borderline personality disorder. 
Journal of Psychiatric Research, 40(5), 448-453. 
doi:10.1016/j.jpsychires.2006.03.010 
Norman, W. T. (1967). 2,800 personality trait descriptors: Normative operating 
characteristics for a university population. Ann Arbor, MI. 
Nunes, P., Wenzel, A., Borges, K., Porto, C., Caminha, R., & De Oliveira, I. (2009). 
Volumes of the hippocampus and amygdala in patients with borderline personality 
disorder: a meta-analysis. Journal of Personality Disorders, 23(4), 333-345. 
doi:10.1521/pedi.2009.23.4.333 
Oldham, J. M. (2006). Borderline personality disorder and suicidality. The American journal 
of psychiatry, 163(1), 20. doi:10.1176/appi.ajp.163.1.20 
Oliver, M. I., Pearson, N., Coe, N., & Gunnell, D. (2005). Help-seeking behaviour in men 
and women with common mental health problems: cross-sectional study. The British 
journal of psychiatry : the journal of mental science, 186, 297.  
Osofsky, J. (2003). Prevalence of Children's Exposure to Domestic Violence and Child 
Maltreatment: Implications for Prevention and Intervention. Clinical Child and 
Family Psychology Review, 6(3), 161-170. doi:10.1023/A:1024958332093 
Paris, J. (2008). Treatment of borderline personality disorder : a guide to evidence-based 
practice. New York: Guilford Press. 
Paris, J., Zweig-Frank, H., & Guzder, J. (1994). Psychological risk factors for borderline 
personality disorder in female patients. Comprehensive Psychiatry, 35(4), 301-305. 
doi:10.1016/0010-440X(94)90023-X 




Patel, A., Sharp, C., & Fonagy, P. (2011). Criterion Validity of the MSI-BPD in a 
Community Sample of Women. Journal of Psychopathology and Behavioral 
Assessment, 33(3), 403-408. doi:10.1007/s10862-011-9238-5 
Paulhus, D. L., & Vazire, S. (2007). The self-report method. In R. W. Robins, F. R.C., & K. 
R.F. (Eds.), Handbook of research methods in personality psychology (pp. 224-239). 
London: The Guilford Press. 
Pence, E., & McMahon, M. (1997). A coordinated community response to domestic violence. 
Duluth, MN. 
Pence, E., & Paymar, M. (1993). Education groups for men who batter: The Duluth Model 
New York: Springer. 
Perry, J. C. (1992). Problems and considerations in the valid assessment of personality 
disorders. The American journal of psychiatry, 149(12), 1645-1653. 
doi:10.1176/ajp.149.12.1645 
Peters, J. R., Derefinko, K. J., & Lynam, D. R. (2017). Negative Urgency Accounts for the 
Association Between Borderline Personality Features and Intimate Partner Violence 
in Young Men. Journal of Personality Disorders, 31(1), 16-25. 
doi:10.1521/pedi_2016_30_234 
Petersen, R., Brakoulias, V., & Langdon, R. (2016). An experimental investigation of 
mentalization ability in borderline personality disorder. Comprehensive Psychiatry, 
64, 12-21. doi:https://doi.org/10.1016/j.comppsych.2015.10.004 
Pfohl, B., Coryell, W., Zimmerman, M., & Stangl, D. (1986). DSM-III personality disorders: 
Diagnostic overlap and internal consistency of individual DSM-III criteria. 
Comprehensive Psychiatry, 27(1), 21-34. doi:10.1016/0010-440X(86)90066-0 
Phohl, B., Blum, N., & Zimmerman, M. D. (1997). Structured Interview for DSM-IV 
Personality. Washington, DC: American Psychiatric Press. 




Pico-Alfonso, M. A., Garcia-Linares, M. I., Celda-Navarro, N., Blasco-Ros, C., Echeburúa, 
E., & Martinez, M. (2006). The impact of physical, psychological, and sexual intimate 
male partner violence on women's mental health: depressive symptoms, posttraumatic 
stress disorder, state anxiety, and suicide. Journal of women's health (2002), 15(5), 
599. doi:10.1089/jwh.2006.15.599 
Porcerelli, J. H., Cogan, R., & Hibbard, S. (2004). Personality characteristics of partner 
violent men: a Q-sort approach. Journal of Personality Disorders, 18(2), 151. 
doi:10.1521/pedi.18.2.151.32776 
Poulton, R., Moffitt, T. E., & Silva, P. A. (2015). The Dunedin Multidisciplinary Health and 
Development Study: overview of the first 40 years, with an eye to the future. Social 
psychiatry and psychiatric epidemiology, 50(5), 679-693. doi:10.1007/s00127-015-
1048-8 
Price, B. J., & Rosenbaum, A. (2009). Batterer intervention programs: a report from the 
field.(Author abstract)(Report). Violence and Victims, 24(6), 757. doi:10.1891/0886-
6708.24.6.757 
Rennison, C. M., & Welchans, S. (2000). Intimate partner violence. Retrieved from 
Washington, DC:  
Rock, R. C., Sellbom, M., Ben-Porath, Y. S., & Salekin, R. T. (2013). Concurrent and 
Predictive Validity of Psychopathy in a Batterers' Intervention Sample. Law and 
Human Behavior, 37(3), 145-154. doi:10.1037/lhb0000006 
Ross, J. M., & Babcock, J. C. (2009). Proactive and Reactive Violence among Intimate 
Partner Violent Men Diagnosed with Antisocial and Borderline Personality Disorder. 
Journal of Family Violence, 24(8), 607-617. doi:10.1007/s10896-009-9259-y 




Rothschild, L., Cleland, C., Haslam, N., & Zimmerman, M. (2003). A Taxometric Study of 
Borderline Personality Disorder. Journal of Abnormal Psychology, 112(4), 657-666. 
doi:10.1037/0021-843X.112.4.657 
Ruocco, A. C., Amirthavasagam, S., & Zakzanis, K. K. (2012). Amygdala and hippocampal 
volume reductions as candidate endophenotypes for borderline personality disorder: A 
meta-analysis of magnetic resonance imaging studies. Psychiatry Research: 
Neuroimaging, 201(3), 245-252. 
doi:https://doi.org/10.1016/j.pscychresns.2012.02.012 
Ruocco, A. C., & Carcone, D. (2016). A Neurobiological Model of Borderline Personality 
Disorder: Systematic and Integrative Review. Harvard Review of Psychiatry, 24(5), 
311-329. doi:10.1097/hrp.0000000000000123 
Saunders, D. G., & Browne, A. (2000). Intimate partner homicide. In A. R.T. & H. M. (Eds.), 
Case Studies in Family Violence. Boston, MA: Springer. 
Sellbom, M., Ben-Porath, Y. S., Baum, L. J., Erez, E., & Gregory, C. (2008). Predictive 
Validity of the MMPI–2 Restructured Clinical (RC) Scales in a Batterers' Intervention 
Program. Journal of Personality Assessment, 90(2), 129-135. 
doi:10.1080/00223890701845153 
Sellbom, M., Sansone, R. A., Songer, D. A., & Anderson, J. L. (2014). Convergence between 
DSM-5 Section II and Section III diagnostic criteria for borderline personality 
disorder. Australian & New Zealand Journal of Psychiatry, 48(4), 325-332. 
doi:10.1177/0004867413511997 
Sellbom, M., Smid, W., de Saeger, H., Smit, N., & Kamphuis, J. H. (2014). Mapping the 
Personality Psychopathology Five Domains Onto DSM–IV Personality Disorders in 
Dutch Clinical and Forensic Samples: Implications for DSM–5. Journal of 
Personality Assessment, 96(2), 185-191. doi:10.1080/00223891.2013.825625 




Sellbom, M., Waugh, M. H., & Hopwood, C. J. (2018). Development and Validation of 
Personality Disorder Spectra Scales for the MMPI–2–RF. Journal of Personality 
Assessment, 100(4), 406-420. doi:10.1080/00223891.2017.1407327 
Shine, J. H. (1997). The relationship between blame attribution, age and personality 
characteristics in inmates admitted to Grendon therapeutic prison. Personality and 
Individual Differences, 23(6), 943-947. doi:https://doi.org/10.1016/S0191-
8869(97)00128-1 
Skodol, A., & Bender, D. (2003). Why Are Women Diagnosed Borderline More Than Men? 
Psychiatric Quarterly, 74(4), 349-360. doi:10.1023/A:1026087410516 
Skodol, A. E. (2012). Personality Disorders in DSM-5. Annual Review of Clinical 
Psychology, 8(1), 317-344. doi:10.1146/annurev-clinpsy-032511-143131 
Skodol, A. E., Gunderson, J. G., McGlashan, T. H., Dyck, I. R., Stout, R. L., Bender, D. S., . . 
. Oldham, J. M. (2002). Functional impairment in patients with schizotypal, 
borderline, avoidant, or obsessive-compulsive personality disorder. 
(Article).(Abstract). American Journal of Psychiatry, 159(2), 276. 
doi:10.1176/appi.ajp.159.2.276 
Smith, S. G., Chen, J., Basile, K. C., Gilbert, L. K., Merrick, M. T., Patel, N., . . . Jain, A. 
(2017). The National Intimate Partner and Sexual Violence Survey (NISVS): 2010-
2012 State Report. Retrieved from Atlanta, GA: 
https://www.cdc.gov/violenceprevention/pdf/NISVS-StateReportBook.pdf 
Smith, S. G., Zhang, X., Basile, K. C., Merrick, M. T., Wang, J., Kresnow, M., & Chen, J. 
(2018). The National Intimate Partner and Sexual Violence Survey (NISVS): 2015 
Data Brief – Updated Release. Retrieved from Atlanta, GA.: 
https://www.cdc.gov/violenceprevention/pdf/2015data-brief508.pdf 




Spielberger, C. D. (1999). State-Trait Anger Expression Inventory-2: Professional manual. 
Lutz, FL: Psychological Assessment Resources. 
Stanley, B., Sher, L., Wilson, S., Ekman, R., Huang, Y.-Y., & Mann, J. J. (2010). Non-
suicidal self-injurious behavior, endogenous opioids and monoamine 
neurotransmitters. Journal of Affective Disorders, 124(1), 134-140. 
doi:10.1016/j.jad.2009.10.028 
Stark, E. (2007). Coercive control : the entrapment of women in personal life. Oxford 
Stepp, S. D., & Lazarus, S. A. (2017). Identifying a borderline personality disorder prodrome: 
Implications for community screening. Personality and Mental Health, 11(3), 195-
205. doi:10.1002/pmh.1389 
Stepp, S. D., Smith, T. D., Morse, J. Q., Hallquist, M. N., & Pilkonis, P. A. (2011). 
Prospective Associations Among Borderline Personality Disorder Symptoms, 
Interpersonal Problems, and Aggressive Behaviors. Journal of Interpersonal 
Violence, 27(1), 103-124. doi:10.1177/0886260511416468 
Stoffers‐Winterling, J. M., Völlm, B. A., Rücker, G., Timmer, A., Huband, N., & Lieb, K. 
(2012). Psychological therapies for people with borderline personality disorder. 
Cochrane Database of Systematic Reviews(8). 
doi:10.1002/14651858.CD005652.pub2 
Stoops, C., Bennett, L., & Vincent, N. (2010). Development and Predictive Ability of a 
Behavior-Based Typology of Men Who Batter. Journal of Family Violence, 25(3), 
325-335. doi:10.1007/s10896-009-9294-8 
Straus, M. A. (1979). Measuring intrafamilial conflict and violence: The Conflict Tactics 
(CT) Scales. . Journal of Marriage and the Family(41), 75-88.  




Straus, M. A. (2004). Cross-Cultural Reliability and Validity of the Revised Conflict Tactics 
Scales: A Study of University Student Dating Couples in 17 Nations. Cross-Cultural 
Research, 38(4), 407-432. doi:10.1177/1069397104269543 
Straus, M. A., Hamby, S. L., Boney-McCoy, S., & Sugarman, D. (2011). Manual for the 
Personal and Relationships Profile (PRP).   
Straus, M. A., Hamby, S. L., Boney-Mccoy, S., & Sugarman, D. B. (1996). The Revised 
Conflict Tactics Scales (CTS2): Development and Preliminary Psychometric Data. 
Journal of Family Issues, 17(3), 283-316. doi:10.1177/019251396017003001 
Stuart, G. L., Moore, T. M., Gordon, K. C., Ramsey, S. E., & Kahler, C. W. (2006). 
Psychopathology in Women Arrested for Domestic Violence. Journal of 
Interpersonal Violence, 21(3). doi:10.1177/0886260505282888 
Sutherland, C. A., Bybee, D. I., & Sullivan, C. M. (2002). Beyond Bruises and Broken 
Bones: The Joint Effects of Stress and Injuries on Battered Women's Health. 
American Journal of Community Psychology, 30(5), 609-636. 
doi:10.1023/A:1016317130710 
Taft, C. T., O'Farrell, T. J., Torres, S. E., Panuzio, J., Monson, C. M., Murphy, M., & 
Murphy, C. M. (2006). Examining the Correlates of Psychological Aggression 
Among a Community Sample of Couples. Journal of Family Psychology, 20(4), 581-
588. doi:10.1037/0893-3200.20.4.581 
Tarescavage, A. M., Alosco, M. L., Ben-Porath, Y. S., Wood, A., & Luna-Jones, L. (2014). 
Minnesota Multiphasic Personality Inventory-2-Restructured Form (MMPI-2-RF) 
Scores Generated From the MMPI-2 and MMPI-2-RF Test Booklets: Internal 
Structure Comparability in a Sample of Criminal Defendants. Assessment, 22(2), 188-
197. doi:10.1177/1073191114537347 




Tellegen, A., & Ben-Porath, Y. S. (2011). MMPI-2-RF: Minnesota multiphasic personality 
inventory-2 restructured form: Technical manual: University of Minnesota Press. 
Temes, C. M., Frankenburg, F. R., Fitzmaurice, G. M., & Zanarini, M. C. (2019). Deaths by 
Suicide and Other Causes Among Patients With Borderline Personality Disorder and 
Personality-Disordered Comparison Subjects Over 24 Years of Prospective Follow-
Up. The Journal of clinical psychiatry, 80(1). doi:10.4088/JCP.18m12436 
Thijssen, J., & de Ruiter, C. (2011). Identifying Subtypes of Spousal Assaulters Using the B-
SAFER. Journal of Interpersonal Violence, 26(7), 1307-1321. 
doi:10.1177/0886260510369129 
Thimm, J. C., Jordan, S., & Bach, B. (2016). The Personality Inventory for DSM-5 Short 
Form (PID-5-SF): psychometric properties and association with big five traits and 
pathological beliefs in a Norwegian population. BMC Psychology, 4(1), 61. 
doi:10.1186/s40359-016-0169-5 
Tjaden, P., & Thoennes, N. (2000). Full Report of the Prevalence, Incidence, and 
Consequences of Violence Against Women. Washington, D.C Retrieved from 
https://www.ncjrs.gov/pdffiles1/nij/183781.pdf. 
Tjaden, P., Thoennes, N., & Allison, C. J. (1999). Comparing violence over the life span in 
samples of same-sex and opposite-sex cohabitants. Violence and Victims, 14(4), 413. 
doi:10.1891/0886-6708.14.4.413 
Tolman, R. M. (1989). The development of a measure of psychological maltreatment of 
women by their male partners. Violence and Victims, 4(3), 159-177. 
doi:10.1891/0886-6708.4.3.159 
Tomko, R., Trull, T., Wood, P., & Sher, K. (2014). Characteristics of Borderline Personality 
Disorder in a Community Sample: Comorbidity, Treatment Utilization, and General 




Functioning. Journal of Personality Disorders, 28(5), 734-750. 
doi:10.1521/pedi_2012_26_093 
Torgersen, S., Kringlen, E., & Cramer, V. (2001). The Prevalence of Personality Disorders in 
a Community Sample.(Statistical Data Included). Archives of General Psychiatry, 
58(6), 590. doi:10.1001/archpsyc.58.6.590 
Torgersen, S., Lygren, S., Øien, P. A., Skre, I., Onstad, S., Edvardsen, J., . . . Kringlen, E. 
(2000). A twin study of personality disorders. In (Vol. 41, pp. 416-425). 
Torgersen, S., Myers, J., Reichborn-Kjennerud, T., Røysamb, E., Kubarych, T., & Kendler, 
K. (2012). The Heritability of Cluster B Personality Disorders Assessed Both by 
Personal Interview and Questionnaire. Journal of Personality Disorders, 26(6), 848-
866. doi:10.1521/pedi.2012.26.6.848 
Trull, T., Useda, J., Costa, P., & McCrae, R. (1995). Comparison of the MMPI-2 Personality 
Psychopathology Five (PSY-5), the NEO-PI, and the NEO-PI-R. Psychological 
Assessment, 7(4), 508.  
Trull, T. J. (2001). Relationships of borderline features to parental mental illness, childhood 
abuse, Axis I disorder, and current functioning. Journal of Personality Disorders, 
15(1), 19. doi:10.1521/pedi.15.1.19.18647 
Trull, T. J., Solhan, M. B., Tragesser, S. L., Jahng, S., Wood, P. K., Piasecki, T. M., & 
Watson, D. (2008). Affective Instability: Measuring a Core Feature of Borderline 
Personality Disorder With Ecological Momentary Assessment. Journal of Abnormal 
Psychology, 117(3), 647-661. doi:10.1037/a0012532 
Tull, M. T., & Gratz, K. L. (2012). The impact of borderline personality disorder on 
residential substance abuse treatment dropout among men. Drug and Alcohol 
Dependence, 121(1-2), 97-102. doi:10.1016/j.drugalcdep.2011.08.014 




Ulloa, E. C., Hammett, J. F., O'Neal, D. N., Lydston, E. E., & Aramburo, L. F. (2016). The 
Big Five Personality Traits and Intimate Partner Violence: Findings From a Large, 
Nationally Representative Sample. Violence and Victims, 31(6). doi:doi: 
10.1891/0886-6708.VV-D-15-00055. 
Valderas, J. M., Starfield, B., Sibbald, B., Salisbury, C., & Roland, M. (2009). Defining 
comorbidity: implications for understanding health and health services. Annals of 
family medicine, 7(4), 357-363. doi:10.1370/afm.983 
Van Den Broeck, J., Bastiaansen, L., Rossi, G., Dierckx, E., De Clercq, B., & Hofmans, J. 
(2014). Hierarchical Structure of Maladaptive Personality Traits in Older Adults: 
Joint Factor Analysis of the PID-5 and the DAPP-BQ. Journal of Personality 
Disorders, 28(2), 198-211. doi:10.1521/pedi_2013_27_114 
Verheul, R., & Widiger, T. A. (2004). A Meta-Analysis of the Prevalence and Usage of the 
Personality Disorder Not Otherwise Specified (PDNOS) Diagnosis. Journal of 
Personality Disorders, 18(4), 309-319. doi:10.1521/pedi.2004.18.4.309 
Wallace, E. R., & Gach, J. (2008). History of psychiatry and medical psychology with an 
epilogue on Psychiatry and the mind-body relation. New York: Springer. 
Walsh, Z., Swogger, M. T., O'Connor, B. P., Chatav Schonbrun, Y., Shea, M. T., & Stuart, G. 
L. (2010). Subtypes of partner violence perpetrators among male and female 
psychiatric patients. Journal of Abnormal Psychology, 119(3), 563-574. 
doi:10.1037/a0019858 
Watters, C. A., Bagby, R. M., & Sellbom, M. (2019). Meta-Analysis to Derive an 
Empirically Based Set of Personality Facet Criteria for the Alternative DSM-5 Model 
for Personality Disorders. Personality Disorders: Theory, Research, and Treatment, 
10(2), 97-104. doi:10.1037/per0000307 




Weaver, T. L., & Clum, G. A. (1993). Early Family Environments and Traumatic 
Experiences Associated With Borderline Personality Disorder. Journal of Consulting 
and Clinical Psychology, 61(6), 1068-1075. doi:10.1037/0022-006X.61.6.1068 
Weinstein, Y., Gleason, M. E. J., & Oltmanns, T. F. (2012). Borderline but Not Antisocial 
Personality Disorder Symptoms Are Related to Self-Reported Partner Aggression in 
Late Middle-Age. Journal of Abnormal Psychology, 121(3), 692-698. 
doi:10.1037/a0028994 
Westen, D., & Shedler, J. (1999). Revising and Assessing Axis II, Part I: Developing a 
Clinically and Empirically Valid Assessment Method. American Journal of 
Psychiatry, 156(2), 258-272. doi:10.1176/ajp.156.2.258 
Whisman, M. A., & Schonbrun, Y. C. (2009). Social consequences of borderline personality 
disorder symptoms in a population-based survey: marital distress, marital violence, 
and marital disruption. Journal of Personality Disorders, 23(4), 410. 
doi:10.1521/pedi.2009.23.4.410 
Widiger, T. A. (1993). The DSM-III-R Categorical Personality Disorder Diagnoses: A 
Critique and an Alternative. Psychological Inquiry, 4(2), 75-90.  
Widiger, T. A., & Trull, T. J. (2007). Plate Tectonics in the Classification of Personality 
Disorder. American Psychologist, 62(2), 71-83. doi:10.1037/0003-066X.62.2.71 
Wilkinson-Ryan, T., & Westen, D. (2000). Identity Disturbance in Borderline Personality 
Disorder: An Empirical Investigation. American Journal of Psychiatry, 157(4), 528. 
doi:10.1176/appi.ajp.157.4.528 
Wilson, M., & Daly, M. (1985). Competitiveness, Risk Taking, and Violence: The Young 
Male Syndrome. Ethology and Sociobiology, 6, 59.  




Wright, A. G. C., & Simms, L. J. (2014). On the Structure of Personality Disorder Traits: 
Conjoint Analyses of the CAT-PD, PID-5, and NEO-PI-3 Trait Models. Personality 
Disorders: Theory, Research, and Treatment, 5(1), 43-54. doi:10.1037/per0000037 
Wright, A. G. C., Thomas, K. M., Hopwood, C. J., Markon, K. E., Pincus, A. L., & Krueger, 
R. F. (2012). The hierarchical structure of DSM-5 pathological personality traits. 
Journal of Abnormal Psychology, 121(4), 951-957. doi:10.1037/a0027669 
Wygant, D. B., Sellbom, M., Graham, J. R., & Schenk, P. W. (2006). Incremental Validity of 
the MMPI-2 PSY-5 Scales in Assessing Self-Reported Personality Disorder Criteria. 
Assessment, 13(2), 178-186. doi:10.1177/1073191106286987 
Yen, T. S., Shea, L. M., Battle, M. C., Johnson, E. D., Zlotnick, M. C., Dolan-Sewell, G. R., . 
. . McGlashan, H. T. (2002). Traumatic exposure and posttraumatic stress disorder in 
borderline, schizotypal, avoidant, and obsessive-compulsive personality disorders: 
findings from the collaborative longitudinal personality disorders study The Journal 
of Nervous and Mental Disease, 190(8), 510-518. 
doi:10.1097/01.NMD.0000026620.66764.78 
Yoshihama, M., & Sorenson, S. B. (1994). Physical, Sexual, and Emotional Abuse by Male 
Intimates: Experiences of Women in Japan. Violence and Victims, 9(1), 63-77.  
Zachar, P., Krueger, R. F., & Kendler, K. S. (2016). Personality Disorder in DSM-5: an oral 
history. . Psychological Medicine, 46(1). doi:10.1017/s0033291715001543 
Zanarini, C. M., Yong, R. L., Frankenburg, B. F., Hennen, F. J., Reich, A. D., Marino, A. M., 
& Vujanovic, A. A. (2002). Severity of reported childhood sexual abuse and it's 
relationship to severity of borderline psychopathology and psychosocial impairment 
among borderline inpatients. The Journal of Nervous and Mental Disease, 190(6), 
381-387. doi:10.1097/01.NMD.0000018963.57744.7E 




Zanarini, M., & Frankenburg, F. (1997). Pathways to the Development of Borderline 
Personality Disorder. Journal of Personality Disorders, 11(1), 93-104. 
doi:10.1521/pedi.1997.11.1.93 
Zanarini, M., Frankenburg, F., Reich, D., Silk, K., Hudson, J., & McSweeney, L. (2007). The 
Subsyndromal Phenomenology of Borderline Personality Disorder: A 10-Year 
Follow-Up Study. American Journal of Psychiatry, 164(6), 929-935. 
doi:10.1176/ajp.2007.164.6.929 
Zanarini, M., Williams, A., & Lewis, R. (1997). Reported pathological childhood experiences 
associated with the development of borderline personality disorder. The American 
journal of psychiatry, 154(8), 1101-1106. doi:10.1176/ajp.154.8.1101 
Zanarini, M. C., Frankenburg, F. R., Dubo, E. D., Sickel, A. E., Trikha, A., Levin, A., & 
Reynolds, V. (1998). Axis II comorbidity of borderline personality disorder. 
Comprehensive Psychiatry, 39(5), 296. doi:10.1016/S0010-440X(98)90038-4 
Zanarini, M. C., Frankenburg, F. R., Hennen, J., Reich, D. B., & Silk, K. R. (2006). 
Prediction of the 10-year course of borderline personality disorder. American Journal 
of Psychiatry, 163(5), 827. doi:10.1176/ajp.2006.163.5.827 
Zanarini, M. C., Frankenburg, F. R., Reich, D. B., & Fitzmaurice, G. (2010). Time to 
attainment of recovery from borderline personality disorder and stability of recovery: 
A 10-year prospective follow-up study. The American journal of psychiatry, 167(6), 
663-667. doi:10.1176/appi.ajp.2009.09081130 
Zanarini, M. C., Frankenburg, F. R., Reich, D. B., & Fitzmaurice, G. (2012). Attainment and 
stability of sustained symptomatic remission and recovery among patients with 
borderline personality disorder and axis II comparison subjects: a 16-year prospective 
follow-up study. The American journal of psychiatry, 169(5), 476. 
doi:10.1176/appi.ajp.2011.11101550 




Zanarini, M. C., Frankenburg, F. R., Wedig, M. M., & Fitzmaurice, G. M. (2013). Cognitive 
experiences reported by patients with borderline personality disorder and axis II 
comparison subjects: a 16-year prospective follow-up study. The American journal of 
psychiatry., 170(6), 671-679. doi:10.1176/appi.ajp.2013.13010055 
Zanarini, M. C., Gunderson, J. G., & Frankenburg, F. R. (1990). Cognitive features of 
borderline pesonaltiy disorder. . Am J Psychiatry, 147, 57-63.  
Zanarini, M. C., Horwood, J., Wolke, D., Waylen, A., Fitzmaurice, G., & Grant, B. F. (2011). 
Prevalence of DSM-IV borderline personality disorder in two community samples: 
6,330 English 11-year-olds and 34,653 American adults. Journal of Personality 
Disorders, 25(5), 607. doi:10.1521/pedi.2011.25.5.607 
Zanarini, M. C., Vujanovic, A. A., Parachini, E. A., Boulanger, J. L., Frankenburg, F. R., & 
Hennen, J. (2003). A screening measure for BPD: the McLean Screening Instrument 
for Borderline Personality Disorder (MSI-BPD). Journal of Personality Disorders, 
17(6), 568. doi:10.1521/pedi.17.6.568.25355 
Zimmerman, M., Chelminski, I., & Young, D. (2008). The Frequency of Personality 
Disorders in Psychiatric Patients. Psychiatric Clinics of North America, 31(3), 405-
420. doi:10.1016/j.psc.2008.03.015 
Zimmerman, M., Rothschild, L., & Chelminski, I. (2005). The prevalence of DSM-IV 
personality disorders in psychiatric outpatients. American Journal of Psychiatry, 
162(10), 1911. doi:10.1176/appi.ajp.162.10.1911 
Zlotnick, I. C., Mattia, I. J., & Zimmerman, I. M. (1999). Clinical Correlates of Self-
Mutilation in a Sample of General Psychiatric Patients. The Journal of Nervous & 
Mental Disease, 187(5), 296-301. doi:10.1097/00005053-199905000-00005 
 





Descriptive and reliability statistics for all measures used in study 1.  
            
Descriptive Statistics  
  Men  Women  Overall  
Measure  
Mea
n  SD  
Mea
n  SD  
Mea
n  Min  Max  SD  Skewness Kurtosis 
Cronbach's 
Alpha  
CTS-2 Psych. Aggression                      .60 
CTS-2 Psych. Aggression ever  
0.76 0.43 0.82 0.39 0.78 0.0
0 
1.00 0.41 -1.38 -0.10 
 
CTS-2 Psych. Aggression past year  
0.70 0.46 0.78 0.41 0.73 0.0
0 
1.00 0.44 -1.05 -0.91 
 
CTS-2 Psych. Aggression severe  
0.22 0.41 1.53 4.70 0.98 0.0
0 
2.00 0.72 0.03 -1.08 
 















CTS-2 Physical Assault  
          
.67 
CTS-2 Physical Assault ever 
0.19 0.39 0.32 0.47 0.25 0.0
0 
1.00 0.43 1.18 -0.61 
 
CTS-2 Physical Assault past year  
0.15 0.36 0.23 0.42 0.19 0.0
0 
1.00 0.39 1.61 0.59 
 
CTS-2 Physical Assault freq.  
1.13 5.97 1.96 6.50 1.51 0.0
0 
58.00 6.19 6.36 46.19 
 
CTS-2 Sexual Coercion  
          
.51 
CTS-2 Sexual Coercion ever  
0.41 0.49 0.28 0.45 0.35 0.0
0 
1.00 0.48 0.64 -1.61 
 
CTS-2 Sexual Coercion past year   
0.39 0.49 0.25 0.44 0.32 0.0
0 
1.00 0.47 0.76 -1.44 
 




CTS-2 Sexual Coercion freq.   
6.73 12.6
0 






CTS-2 Injury  
          
.48 
CTS-2 Injury ever 
0.05 0.22 0.10 0.30 0.07 0.0
0 
1.00 0.26 3.35 9.30 
 
CTS-2 Injury past year  
0.03 0.18 0.08 0.27 0.05 0.0
0 
1.00 0.23 3.94 13.68 
 
CTS-2 Injury freq.  
0.04 0.24 0.29 1.53 0.16 0.0
0 
15.00 1.08 11.41 150.71 
 




















   Appendix A continued  
Descriptive Statistics 
 Men Women Overall 
Measure 
Mea
n SD Mean SD Mean Min Max SD Skewness Kurtosis 
Cronbach's 
Alpha 
CTS-2 Severe IPV freq. 1.41 3.71 1.92 5.37 1.64 0.00 34.00 4.57 4.21 20.37  
CTS-2 Total IPV freq. 16.70 21.18 18.99 25.24 17.56 0.00 127.00 23.15 1.97 4.26  
CTS-2 Variety 2.72 2.67 3.20 2.80 2.92 0.00 14.00 2.73 1.24 1.78  
MSI-BPD 2.31 2.30 3.80 2.69 3.06 0.00 10.00 2.63 0.68 -0.43 0.79 
SCID-II-PQ BPD 3.71 3.07 5.44 3.33 4.57 0.00 15.00 3.34 0.56 -0.41 0.80 
Aggregate Traditional BPD 6.02 5.07 9.24 5.69 7.63 0.00 25.00 5.67 0.59 -0.47  
LPFS-BF 3.03 2.64 3.88 2.81 3.44 0.00 12.00 2.75 0.64 -0.21 0.77 
AMPD BPD 4.83 2.99 5.92 3.19 5.35 1.00 15.54 3.13 0.59 -0.27  
PID-5 Emotional Lability 1.54 0.61 2.14 0.79 1.84 1.00 4.00 0.78 0.58 -0.80 0.89 
PID-5 Anxiousness 2.24 0.85 2.80 0.81 2.52 1.00 4.00 0.89 -0.08 -1.12 0.89 
PID-5 Separation Insecurity 1.88 0.76 2.14 0.83 2.01 1.00 4.00 0.81 0.57 -0.58 0.84 
PID-5 Depressivity 1.49 0.67 1.63 0.69 1.57 1.00 3.75 0.71 1.22 0.67 0.88 




PID-5 Hostility 1.70 0.70 1.83 0.64 1.75 1.00 3.50 0.67 0.62 -0.61 0.82 
PID-5 Impulsivity 1.78 0.54 1.82 0.71 1.80 1.00 3.75 0.63 0.62 -0.15 0.82 
PID-5 Risk Taking 1.68 0.56 1.50 0.55 1.60 1.00 3.25 0.57 0.96 0.14 0.78 
PID-5 Suspiciousness 1.64 0.59 1.63 0.61 1.64 1.00 3.50 0.60 0.75 -0.36 0.73 
PID-5 Perceptual Dysregulation 1.22 0.44 1.33 0.51 1.28 1.00 4.00 0.50 2.39 6.39 0.78 
 





The Revised Conflict Tactics Scale (CTS2) 
 
 
1 I showed my partner I cared even though we disagreed. 1 2 3 4 5 6 7 0
2  My partner showed care for me even though we disagreed. 1 2 3 4 5 6 7 0
3 I explained my side of a disagreement to my partner. 1 2 3 4 5 6 7 0
4 My partner explained his or her side of a disagreement to me. 1 2 3 4 5 6 7 0
5 I insulted or swore at my partner. 1 2 3 4 5 6 7 0
6 My partner did this to me. 1 2 3 4 5 6 7 0
7 I threw something at my partner that could hurt. 1 2 3 4 5 6 7 0
8 My partner did this to me. 1 2 3 4 5 6 7 0
9 I twisted my partner's arm or hair. 1 2 3 4 5 6 7 0
10 My partner did this to me. 1 2 3 4 5 6 7 0
11 I had a sprain, bruise, or small cut because of a fight with my partner. 1 2 3 4 5 6 7 0
12 My partner had a sprain, bruise, or small cut because of a fight with me. 1 2 3 4 5 6 7 0
13 I showed respect for my partner's feelings about an issue. 1 2 3 4 5 6 7 0
14 My partner showed respect for my feelings about an issue. 1 2 3 4 5 6 7 0
15 I made my partner have sex without a condom. 1 2 3 4 5 6 7 0
16 My partner did this to me. 1 2 3 4 5 6 7 0
17 I pushed or shoved my partner. 1 2 3 4 5 6 7 0
18 My partner did this to me. 1 2 3 4 5 6 7 0
19 I used force (like hitting, holding down, or using a weapon) to make my partner have oral or anal sex. 1 2 3 4 5 6 7 0
20 My partner did this to me. 1 2 3 4 5 6 7 0
21 I used a knife or gun on my partner. 1 2 3 4 5 6 7 0
22 My partner did this to me. 1 2 3 4 5 6 7 0
23 I passed out from being hit on the head by my partner in a fight. 1 2 3 4 5 6 7 0
24 My partner passed out from being hit on the head in a fight with me. 1 2 3 4 5 6 7 0
25 I called my partner fat or ugly. 1 2 3 4 5 6 7 0
26 My partner called me fat or ugly. 1 2 3 4 5 6 7 0
27 I punched or hit my partner with something that could hurt. 1 2 3 4 5 6 7 0
28 My partner did this to me. 1 2 3 4 5 6 7 0
29  I destroyed something belonging to my partner. 1 2 3 4 5 6 7 0
30 My partner did this to me. 1 2 3 4 5 6 7 0
31 I went to a doctor because of a fight with my partner. 1 2 3 4 5 6 7 0
32 My partner went to a doctor because of a fight with me. 1 2 3 4 5 6 7 0
33 I choked my partner. 1 2 3 4 5 6 7 0
34 My partner did this to me. 1 2 3 4 5 6 7 0
35 I shouted or yelled at my partner. 1 2 3 4 5 6 7 0
4 = 6-10 times in the past year
5 = 11-20 times in the past year
6 =More than 20 times in the past year
7 =Not in the past year, but it did happen before
0 =This has never happened
The Revised Conflict Tactics Scale (CTS2) 
RELATIONSHIP BEHAVIORS No matter how well a couple gets along, there are times when they disagree, get annoyed with the other person, want 
different things from each other, or just have spats or fights because they are in a bad mood, are tired, or for some other reason. Couples also have 
many different ways of trying to settle their differences. This is a list of things that might happen when you have differences. Please circle how many 
times you did each of these things in the past year, and how many times your partner did them in the past year. If you or your partner did not do one 
of these things in the past year, but it happened before that, circle "7."               
How often did This happen?
1 = Once in the past year
2 =Twice in the past year
3 = 3-5 times in the past year












Abbreviated version of the PID-5-SF used to assess BPD-relevant trait facets 
36 My partner did this to me. 1 2 3 4 5 6 7 0
37 I slammed my partner against a wall. 1 2 3 4 5 6 7 0
38 My partner did this to me. 1 2 3 4 5 6 7 0
39 I said I was sure we could work out a problem. 1 2 3 4 5 6 7 0
40 My partner was sure we could work it out. 1 2 3 4 5 6 7 0
41 I needed to see a doctor because of a fight with my partner, but I didn't. 1 2 3 4 5 6 7 0
42 My partner needed to see a doctor because of a fight with me, but didn't. 1 2 3 4 5 6 7 0
43 I beat up my partner. 1 2 3 4 5 6 7 0
44 My partner did this to me. 1 2 3 4 5 6 7 0
45 I grabbed my partner. 1 2 3 4 5 6 7 0
46 My partner did this to me. 1 2 3 4 5 6 7 0
47 I used force (like hitting, holding down, or using a weapon) to make my partner have sex. 1 2 3 4 5 6 7 0
48 My partner did this to me. 1 2 3 4 5 6 7 0
49 I stomped out of the room or house or yard during a disagreement. 1 2 3 4 5 6 7 0
50 My partner did this to me. 1 2 3 4 5 6 7 0
51 I insisted on sex when my partner did not want to (but did not use physical force). 1 2 3 4 5 6 7 0
52 My partner did this to me. 1 2 3 4 5 6 7 0
53 I slapped my partner. 1 2 3 4 5 6 7 0
54 My partner did this to me. 1 2 3 4 5 6 7 0
55 I had a broken bone from a fight with my partner. 1 2 3 4 5 6 7 0
56 My partner had a broken bone from a fight with me. 1 2 3 4 5 6 7 0
57 I used threats to make my partner have oral or anal sex. 1 2 3 4 5 6 7 0
58 My partner did this to me. 1 2 3 4 5 6 7 0
59  I suggested a cornpromise to a disagreement. 1 2 3 4 5 6 7 0
60 My partner did this to me. 1 2 3 4 5 6 7 0
61 I burned or scalded my partner on purpose. 1 2 3 4 5 6 7 0
62 My partner did this to me. 1 2 3 4 5 6 7 0
63 I insisted my partner have oral or anal sex (but did not use physical force). 1 2 3 4 5 6 7 0
64 My partner did this to me. 1 2 3 4 5 6 7 0
65 I accused my partner of being a lousy lover. 1 2 3 4 5 6 7 0
66 My partner accused me of this. 1 2 3 4 5 6 7 0
67 I did something to spite my partner. 1 2 3 4 5 6 7 0
68 My partner did this to me. 1 2 3 4 5 6 7 0
69 I threatened to hit or throw something at my partner. 1 2 3 4 5 6 7 0
70 My partner did this to me. 1 2 3 4 5 6 7 0
71 I felt physical pain that still hurt the next day because of a fight with my partner. 1 2 3 4 5 6 7 0
72 My partner still felt physical pain the next day because of a fight we had. 1 2 3 4 5 6 7 0
73 I kicked my partner. 1 2 3 4 5 6 7 0
74 My partner did this to me. 1 2 3 4 5 6 7 0
75 I used threats to make my partner have sex. 1 2 3 4 5 6 7 0
76 My partner did this to me. 1 2 3 4 5 6 7 0
77  I agreed to try a solution to a disagreement my partner suggested. 1 2 3 4 5 6 7 0
78 My partner agreed to try a solution I suggested. 1 2 3 4 5 6 7 0




















1 Plenty of people are out to get me. 0 1 2 3
2 I feel like I act totally on impulse. 0 1 2 3
3 I usually do things on impulse without thinking about what might happen as a result. 0 1 2 3
4 Even though I know better, I can’t stop making rash decisions. 0 1 2 3
5 I always do things on the spur of the moment. 0 1 2 3
6 I am easily angered. 0 1 2 3
7 I have no limits when it comes to doing dangerous things. 0 1 2 3
8 It’s weird, but sometimes ordinary objects seem to be a different shape than usual. 0 1 2 3
9 I do a lot of things that others consider risky. 0 1 2 3
10 I worry a lot about being alone. 0 1 2 3
11 I like to take risks. 0 1 2 3
12 I worry a lot about terrible things that might happen. 0 1 2 3
13 The world would be better off if I were dead. 0 1 2 3
14 I have a very short temper. 0 1 2 3
15 I’m always worrying about something. 0 1 2 3
16 I’m always on my guard for someone trying to trick or harm me. 0 1 2 3
17 I get emotional easily, often for very little reason. 0 1 2 3
18 I fear being alone in life more than anything else. 0 1 2 3
19 I am a very anxious person. 0 1 2 3
20 It seems like I’m always getting a “raw deal” from others. 0 1 2 3
21 I never know where my emotions will go from moment to moment. 0 1 2 3
22 I’ll do just about anything to keep someone from abandoning me. 0 1 2 3
23 Life looks pretty bleak to me. 0 1 2 3
24 Sometimes I feel “controlled” by thoughts that belong to someone else. 0 1 2 3
25 I get irritated easily by all sorts of things. 0 1 2 3
26 I do what I want regardless of how unsafe it might be. 0 1 2 3
27 Everything seems pointless to me. 0 1 2 3
28 I get emotional over every little thing. 0 1 2 3
29 I have no worth as a person. 0 1 2 3
30 I am usually pretty hostile. 0 1 2 3
31 I’m always fearful or on edge about bad things that might happen. 0 1 2 3
32 I never want to be alone. 0 1 2 3
33 My emotions are unpredictable. 0 1 2 3
34 I suspect that even my so-called “friends” betray me a lot. 0 1 2 3
35 Sometimes I think someone else is removing thoughts from my head. 0 1 2 3
36 Things around me often feel unreal, or more real than usual. 0 1 2 3
Item 






Level of Personality Functioning Scale-Brief Form (LPFS–BF)  
 
   Item   
  Self-functioning  
YES  NO I often do not know who I really am.   
YES  NO I often think very negatively about myself.  
YES  NO My emotions change without me having a grip on them.   
YES  NO I have no sense of where I am going in my life.   
YES  NO I often do not understand my own thoughts and feelings.  
YES  NO I often make unrealistic demands on myself.   
 Interpersonal functioning  
YES  NO I often have difficulty understanding the thoughts and feelings of others.   
YES  NO I often find it hard to stand it when others have a different opinion.   
YES  NO I often do not fully understand why my behaviour has a certain effect on others.   
YES  NO My relationships and friendships never last long.   
YES  NO I often feel very vulnerable when relation become more personal.   












The McLean Screening Instrument for Borderline Personality Disorder (MSI-BPD) 
 
Instructions:  Circle either 1=yes or 0=no for each question listed below. 
 
             During the past year: 
1=yes     0=no 1. Have any of your closest relationships been troubled by a lot of arguments or 
repeated breakups? 
1=yes     0=no 2. Have you deliberately hurt yourself physically (e.g., punched yourself, cut 
yourself, burned yourself)? How about made a suicide attempt? 
1=yes     0=no 3. Have you had at least two other problems with impulsivity (e.g., eating binges 
and spending sprees, drinking too much, and verbal outbursts)? 
1=yes     0=no 4. Have you been extremely moody? 
1=yes     0=no 5. Have you felt very angry a lot of the time? How about often acted in an angry 
or sarcastic manner? 
1=yes     0=no 6. Have you often been distrustful of other people? 
1=yes     0=no 7. Have you frequently felt unreal or as if things around you were unreal? 
1=yes     0=no 8. Have you chronically felt empty? 
1=yes     0=no 9. Have you often felt that you had no idea of who you are or that you have no 
identity? 
1=yes     0=no 10. Have you made desperate efforts to avoid feeling abandoned or being 
abandoned (e.g., repeatedly called someone to reassure yourself that he or she still cared, 


























Instructions:  These questions are about the kind of person you generally are – that is, how 
you have usually felt or behaved over the past several years. Circle “YES” if the question 
completely or mostly applies to you, or circle “NO” if it does not apply to you. If you do not 
understand a question or are not sure of your answer, leave it blank. 
 
YES    NO      1. Have you often become frantic when you thought that someone you really 
cared about was going to leave you? 
YES NO 2. Do your relationships with people you really care about have lots of extreme 
ups and downs? 
YES  NO 3. Have you all of a sudden changed your sense of who you are and where you 
are headed? 
YES NO 4. Does your sense of who you are often change dramatically? 
YES NO 5. Are you different with different people or in different situations, so that you 
sometimes don’t know who you really are? 
YES NO 6. Have there been lots of sudden changes in your goals, career plans, religious 
beliefs, and so on? 
YES NO 7. Have you often done things impulsively? 
YES NO 8. Have you tried to hurt or kill yourself or threatened to do so? 
YES NO 9. Have you ever cut, burned, or scratched yourself on purpose? 
YES NO 10. Do you have a lot of sudden mood changes? 
YES NO 11. Do you often feel empty inside? 
YES NO 12. Do you often have temper outbursts or get so angry that you lose control? 
YES NO 13. Do you hit people or throw things when you get angry? 
YES NO 14. Do even little things get you very angry? 
YES NO 15. When you are under a lot of stress, do you get suspicious of other people or 
feel especially spaced 
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Appendix G 
        
Descriptive and reliability statistics for all measures used in Study 2   
        
Descriptive Statistics  
Measure  Mean  Min  Max  SD  Skewness Kurtosis 
Cronbach's 
Alpha  
MMPI-2-RD BPD  7.77 0.00 32.00 5.94 1.06 0.94 0.75 
PSY-5 NEG-r  49.88 32.00 88.00 10.47 0.82 0.73 0.79 
PSY-5 DISC-r 56.03 35.00 88.00 10.28 0.38 -0.37 0.69 
PSY-5 PSYC-r  55.48 38.00 100.00 14.26 0.93 0.74 0.83 
Control Tactics  1.23 1.00 2.71 0.31 1.75 3.01 0.59 
Emotional Abuse  1.72 1.00 3.80 0.61 0.66 -0.36 0.73 
Physical Abuse  1.15 1.00 2.56 0.24 2.25 6.30 0.69 
Blame-Externalisation  5.78 2.93 7.00 0.67 -0.63 0.42 0.83 
Violence inhibition  1.65 1.00 4.08 0.63 0.94 0.39 0.89 
Participation rating 3.54 2.14 4.00 0.41 -0.80 -0.36   
Participation variability  0.41 0.00 1.50 0.26 -0.92 0.35  
Programme dismissal  1.37 1.00 2.00 0.48 0.55 -1.70  
New Arrest  0.38 0.00 1.00 0.49 0.50 -1.75   
Police Dept. IPV Complaint  0.18 0.00 1.00 0.38 1.69 0.87  
IPV Recidivism  0.32 0.00 1.00 0.47 0.79 -1.38  
Total Recidivism  0.57 0.00 1.00 0.50 -0.27 -1.94   
 
 
